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THE ERROR IN PSYCHIATRY 


HARRIET BABCOCK 
Guidance Bureau, Inc., New York City 


The recent article by Link (7) enti- 
tld “The Errors’ in Psychiatry” 
brought to attention a subject which has 
long been in need of careful scrutiny 
on the part of the physicians and psy- 
chologists. It is the question of the 
adequacy of psychiatry in that branch 
of psychology which deals with prob- 
lems of personal adjustment. The arti- 
cle forced into the open the question: 
“Does the study of medicine contribute 
to an understanding of personality, and 
does it help in solving personal prob- 
lems ?” 

A later number of The Mercury pub- 
lished an article by Bowman (6) which 
explained the purposes and procedures 
of the best psychiatrists. This together 


with an editorial in a medical journal’ 


which suggested that Dr. Link’s article 
might better have been called “My 
Errors in Psychiatry” seemed to close 
the subject. 

Psychiatric Procedures Often a 
Handicap. Though Dr. Link’s article 
may have been too sweeping since his 
his patients were not representative of 
the large number of neurotics whom 
psychiatrists try to help, his remarks 
merit serious consideration. Psychol- 
ogists who deal with the maladjusted 
and who make an analytical study of 
mental functioning in order to deter- 
mine capacity for adjustment and emo- 


tional control are unable to accept either 
Dr. Bowman’s answer or the medical 
journal’s suggestion as to the final dis- 
position of the question of psychiatric 
competency in the field of personal ad- 
justment. 

The symptoms considered by the 
majority of psychiatrists are vague and 
uncertain except in marked mental im- 
pairment. It is not uncommon in work- 
ing with clients who have been under 
psychiatric treatment to come across 
errors in diagnosis and therapy which a 
scientific psychological analysis could 
have prevented. Often the thinking of 
many patients is so malconditioned by 
psychiatric procedures that much time 
is lost while they talk about themselves, 
not in their usual vocabulary which 
might prove enlightening, but in a 
recently learned vocabulary of com- 
plexes, repressions, conflicts and early 
baleful influences which are unwarrant- 
edly assumed to be the main cause of 
their maladjustment. It is only after a 
loss of valuable time that a direct inter- 
view, uninfluenced by the patient’s most 
recent conditioning, can be carried on 
and means be taken to learn about his 
present mental state so as to determine 
optimal environmental conditions and 
the most suitable type of therapy. 

Old Methods of Diagnosis Inade- 
quate. When the degree of mental 
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impairment lies between normal func- 
tioning and mental deterioration or 
insanity, diagnostic methods based on 
overt behavior and data from life his- 
tories without scientific psychological 
analysis frequently do not reveal the 
significant underlying mental condi- 
tions. As a consequence, psychiatrists 
remain unaware of the inherent defects 
or weaknesses which are among the 
chief causes of maladjustment. This in 
turn has resulted in the perpetuation of 
obsolete methods of diagnosis and the 
fostering of unsound ideas which affect 
the therapeutic methods employed. 
Among these ideas is the assumption 
that if there be no observable structural 
changes there can be no basic weakness 
and the cause of maladjustment must of 
necessity be psychogenic—as if physical 
weaknesses which follow diseases, toxic 
conditions, glandular disturbances, or 
even congenital weaknesses of the nerv- 


ous system would necessarily show in 
structural change! 

There is also the idea that mental 
content as brought out in uncontrolled 
association, dreams or chance recall of 
casual experiences is of more signifi- 
cance than the capacity to control be- 


havior. This belief has furthered the 
use of psychoanalytic methods and 
increased the emphasis on episodes of 
the past life or on the stresses and 
strains of the present while ignoring the 
possibility of mental deviations which 
have a maleficent effect upon capacity 
for vocational and social adjustment. 
As a consequence, border-functioning 
patients are too often treated as if it 
were possible to decide upon appropriate 
therapy without first learning the con- 
dition of the mechanism which controls 
behavior—the human mind. 
Psychology a Separate Discipline. 
There is unnecessary confusion as to the 
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respective roles of medicine and psy- 
chology in problems of personality and 
adjustment. Psychology—the science 
of the mind—is a separate discipline 
from physiglogy and the art of medi- 
cine. Mind can: best be defined as the 
functioning of the brain as it is affected 
by experience. As soon as experience 
has affected the perceptual background 
in any way, later responses in similar 
situations are subjectively different. 
They are also less predictable and more 
truly psychological. 

The Relation of Psychology to Medi- 
cme. Psychology belongs in a hier- 
archy of behavior above the bodily 
functions. As chemistry is related to 
physiology and medicine, so physiology 
and medicine are related to psychology. 
Psychology in both its scientific and 
practical aspects is no more a branch of 
physiology and medicine than physi- 
ology is a branch of physics or chem- 
istry. In both disciplines we have a basic 
essential to a discipline of a higher 
order, but in each case the distinguish- 
ing characteristic of the higher-order 
discipline is missing in that of the lower 
order. In psychology this distinguish- 
ing characteristic is the capacity to use 
the effects of experience at some degree 
of awareness. Though both chemistry 
and physiology are essential to the de- 
velopment and functioning of the brain, 
which is in turn essential to the develop- 
ment of mind, brain-functioning in it- 
self is not necessarily mind-functioning 
since mind cannot develop without ex- 
perience. 

A physician is a person fitted by his 
knowledge of the physically sick and 
well to treat the physically sick. <A psy- 
chologist is a person who by study of 
an experience with normal and ab- 
normal behavior under conditions of 
scientific control is able to help in prob- 
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lems of personal adjustment. <A psy- 
chiatrist is a person educated in physi- 
ology and medicine who tries to help in 
problems of personal adjustment where 
his training in medicine is of little use 
and his training in psychiatry is apt to 
be misleading. 

Knowledge of Medicine not Knowl- 
edge of Psychology. While it is true 
that persons versed in the art of medi- 
cine are able to disclose physiological 
and neurological conditions which so 
affect mental functioning as to make 
adjustment more difficult than it is for 
the majority of persons, this does not 
endow physicians with ability to deter- 
mine the degree or type of accompany- 
ing mental inefficiency nor of later de- 
termining whether or not mental con- 
ditions are improving or growing 
worse. In fact, the physician’s art does 
not include among its minimal essentials 


methods of determining whether or not 
there is any mental malfunctioning ex- 
cept when it is so pronounced that it can 
be easily recognized by psychologically 


untrained persons. Yet an evaluation 
of the potentialities of the human mind 
for abstract-verbal thinking and for 


mental efficiency and control ts a first 


essential in all problems of adjustment. 

Mental Analysis Essential. Without 
scientific psychological examinations, 
mild mental malfunctioning in persons 
of superior intelligence is not differen- 
tiated from the efficiency with which 
it can function because of the failure to 
realize that intellectual ability may be 
at a high level even when there is a 
pathological degree of mental ineffi- 
ciency. Quick mental functioning is 
often thought to indicate a higher 
quality of intelligence than a person 
really has even when it is associated 
with poor mental control. On the other 
hand, slow mental functioning is often 
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confused with a lower intellectual level 
than is warranted by the facts, while the 
motor inefficiency of a basically cata- 
tonic type of personality is seldom 
recognized when the degree of mental 
inefficiency lies between normality and 
a true catatonic condition. 

Education in Psychology a Basic Es- 
sential. The number of psychiatric 
errors would be greatly reduced if it 
were realized that direct knowledge of 
the functioning efficiency of both 
normal and abnormal minds is essential 
to evaluation of problems of adjust- 
ment including neurotic, deteriorated, 
psychotic, and normal mental condi- 
tions. 

Although occasional mistakes are to 
be expected in any profession, an aston- 
ishing phenomenon, especially related 
to border-functioning mental prob- 
lems, is that when physicians practice 
as psychiatrists they often fail to show 
appreciation of scientific verification in 
their adoption of ideas about person- 
ality problems. As a result, the profes- 
sion of medicine, which has long been 
known for its scientific progress, has 
become an unconscious instrument in 
the furtherance of pseudoscience and an 
easy prey to beliefs and methods which 
lie outside the orbit of rational discus- 
sion. The explanation lies in the fact 
that years of education with its em- 
phasis on physiology and medicine with 
no minimal requirements in the psychol- 
ogy of normal and abnormal individuals 
does not afford sufficient understanding 
of problems of behavior. 

Outmoded Methods Still Prevalent. 
In spite of the fact that few psychi- 
atrists are able to make a preliminary 
scientific evaluation of the mental func- 
tioning of their clients, they have ex- 
tended their sphere of interest to all 
kinds of problems including those for 
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which there can be no help unless it be 
based on weil standardized psycho- 
logical procedures. Psychiatrists now 
pronounce on neurotic conditions with 
the same assurance with which some 
fifty years ago they pronounced on cases 
of feeble-mindedness when, interpreting 
any learning at all as normal learning, 
they told hopeful parents that a child 
would “grow out of it.””, Even with our 
present day methods of evaluating 
mental conditions and with less justifi- 
cation of error, doctors still tend to 
remain unaware of the possibility of 
subtle mental defects in neurotic and 
other maladjusting persons, and of the 
necessity for a scientific mental analysis 
as a basis for their therapy. 

Because of the early control of the 
field of abnormal psychology by medi- 
cine, it is not unusual in many clinics for 
psychologists, instead of evaluating 
mental conditions by methods appro- 
priate to the particular problems as an 
accepted procedure, to be under the 
direction of persons who, though lack- 
ing a basic understanding of psychology 
and its methods, even decide upon the 
tests to be given 

More Psychiatrists Not the Answer. 
Reported recommendations that more 
psychiatrists be trained for work in the 
public schools and the army, and that 
required medical training be reduced to 
allow more time for psychiatric indoc- 
trination is hardly reassuring. There 
is no reason to believe such a plan would 
increase their respect for scientific veri- 
fication unless the extra time were used 
in needed training in the study of in- 
dividual minds by scientific psycho- 
logical methods." The assumption that 


1. An appropriate education in psychology 
would require among its minimal essentials and 
aside from psychological theory and method in 
general, study of normal and abnormal minds 
of all levels of intelligence and of different de- 
grees of functioning efficiency by means of in- 
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an extra year spent in studying psychi- 
atric methods of analysis and therapy 
can give more insight into mental prob- 
lems is about as absurd as it would be 
if psychologists assumed that they 
would be adequately equipped to prac- 
tice medicine if they devoted an extra 
year to the study of “Science and 
Health.” 

Present Influence of Psychiatry Re- 
actionary. Excuses for the lack of 
validity of many psychiatric procedures 
rest heavily on the statement that psy- 
chiatry is a new field and each branch of 
learning requires its own peculiar con- 
cepts and appropriate methods—a state- 
ment which cannot be denied but which 
does not justify the use of new methods 
merely because they are “quick” or “‘in- 
teresting to the subject.” Nor does it 
justify failure to make use of proce 
dures which have been validated and 
are appropriate to psychological prob- 
lems. A result of such ideas is that, 
however much value psychiatric influ- 
ence may once have had in creating 
interest in an almost unknown field, it 
is now more reactionary than stimulat- 
ing and tends to retard the healthy 
development of individual psychology. 
In spite of good work by psychiatrists 
of experience and intelligence, it must 
be admitted that in its most publicized 
and lucrative aspects psychiatry is in- 
dulged in by persons who study medicine 
which they seldom practice and who 
practice psychology with which they are 


dividually given standardized examinations of 
general intelligence and efficiency of mental 
functioning. Besides familiarizing students with 
differences due to abstract-verbal levels and 
changes with age, such courses would also be an 
aid in understanding the basic mental differ- 
ences between types of personality and in recog- 
nizing the mental handicaps which affect capacity 
for adjustment even in the normally functioning 
population. The Terman is the only properly 
validated test of intelligence for both children 
and adults. 





ERROR IN 


insufficiently acquainted. The number 
is steadily increasing and finds great 
opportunity for its uncontrolled activi- 
ties in private practice where, no matter 
how subjectively innocent individual 
practitioners may be because of their 
lack of understanding of the field in 
which they operate, the effect of their 
work is often pernicious. 

Psychiatry an Eclectic Art. Because 
psychiatry as it is now practiced is not 
based on sound psychological concepts, 
psychiatrists differ greatly among them- 
selves. Their methods of initial diag- 
nosis are almost as varied as the 
personalities of the physicians who 
undertake the work. This individuality 
of approach, however, is due less to 
differences between the problems pre- 
sented than to preconceived ideas unin- 
fluenced by sufficient acquaintance with 
normally functioning minds. 

Psychiatry and Psychoanalysis. The 


lack of a scientific foundation for psy- 
chiatry and the resulting eclecticism in 
beliefs and methods of therapy are well 
illustrated by the divergent attitudes 


towards psychoanalysis. A question- 
naire sent out by Myerson (8) to see 
how much truth there might be in 
the statement that “practically all in- 
formed scientists accept psychoanaly- 
sis” brought out widely different views.” 
The study showed that though some 
psychiatrists had accepted psychoanaly- 
sis it was not true of most of the physi- 
cians who responded. The distribution 
of opinions was practically normal, 
ranging from unquestioning acceptance 
to complete hostility as is to be expected 
from a group of persons who judge 
problems which, though more or less 
familiar, are outside their particular 
area of scientific study. 


2. The opinions of psychologists were not 
separately studied. 
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Psychological Analysis not Psycho- 
analysis. Nearly all who answered the 
questions claimed to see value in psy- 
chotherapy and in some kind of analy- 
sis, but it was not necessarily “‘psycho- 
analysis’ and the therapy was not 
necessarily based on the teachings of 
Freud or his followers. The results 
were gratifying in showing the mental 
soundness of the medical profession as 
as a whole and its cautiousness in re- 
gard to theories which lack scientific 
validation. 

Myerson concluded that after about 
fifty years of opportunity psychoanalysis 
had failed to prove itself as a scientific 
method. He did not explain, however, 
how in spite of the fact that its tenets 
are not considered sound by the medical 
profession psychonalysis was “born into 
the family of scientific work.”’ 

Analysis versus “Psychoanalysis.” 
The impression that psychoanalysis is 
generally accepted by scientists is due 
greatly to confusion with other forms 
of analysis and to failure to distinguish 
between different methods of examina- 
tion, all of which necessarily include 
some “‘analysis” in the true sense of the 
word. It is also partly a result of the 
lack of sensitivity of psychonalysts to 
scientific verification, and to the posi- 
tiveness and frequency of their state- 
ments without any validation. This 
together with the fact that it was long 
before psychologists had developed 
their methods to a stage of practical 
usefulness in the field of mental func- 
tioning, helps to account for the great 
influence which psychoanalysis has had 
on the superficial thinking of our time. 

Consciousness of Need Not Suffi- 
cient. The fact that there is a growing 
consciousness of the value of scientific 
psychological methods and of their im- 
portance in problems of personal adjust- 
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ment would be hopeful, if psychiatrists 
were sufficiently versed in psychological 
theory and method to be able to choose 
those which are both sound and appro- 
priate. Unfortunately when there is 
even a semblance of the use of scientific 
procedures, it is too often in the use 
of umnvalidated tests which permit 
varied and contradictory interpretations 
depending upon the predisposing beliefs 
of their interpreters. Frequently, in- 
stead of a general examination which 
could be helpful in the evaluation of the 
mind as a functioning whole, single 
tests are used whose chief asset may lie 
in the fact that they have been exten- 
sively publicized. Yet they may never 
have been validated against particular 
functioning differences in individual 
cases. Aside from these considerations 
is the fact that domination of the field 
by medicine has left to psychologists 
little chance of making use of profes- 
sional training for individual work, and 
has kept many from specializing in the 
branch of psychological work which 
deals with individual problems. 
Achievements in Scientific Psychol- 
ogy. While some psychiatrists have 
been trying to carry on work ina special 
area of psychology in spite of their lack 
of understanding of the mental founda- 
tions of behavior, scientific psychologry 
has been adding to its credit achieye- 
ments which had not been thought pos- 
sible at the turn of the century. It has 
extended scientific methods beyond the 
measurement of simple isolated re- 
sponses to the evaluation of mental 
ability in its total functioning. It has 
uncovered the bases of abnormal mental 
conditions and in doing this has re- 
vealed weaknesses which are character- 
istic of neurotic and other mildly im- 
paired mental conditions(3,4). It has 
shown the necessity of separately evalu- 
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ating the abstract-verbal and efficiency 
variables in psychological problems and 
of controlling both degree of impair- 
ment and quality of basic personality 
types in studying border-functioning 
cases(1,3,5). It has shown the relation- 
ship between different profiles of effi- 
ciency of mental functioning and types 
of personality recognized from their 
superficial manifestations as introverted, 
extroverted, dominant or neurotic, 
knowledge of which is essential for 
appropriate vocational and social ad- 
justment as well as for an adequate 
understanding of the personality(2). 
The Error in Psychology. However, 
in spite of this progress in an area 
where the possibility of a scientific ap- 
proach had once been thought impossi- 
ble, it must be admitted that although 
psychologists have a more scientific atti- 
tude in regard to mental phenomena 
than do psychiatrists, they are often as 
uncontaminated by direct knowledge of 
human minds as if such knowledge were 
entirely unrelated to their subject of 
specialization. The chief reason for 
this lies in the failure of academic psy- 
chologists and many of those engaged 
in research to obtain this direct know'- 
edge which can be gained only by study 
of individual minds in their total func- 
tioning under scientifically controlled 
conditions of verbal level and mental 
efficiency. This fact helps to explain 
the present confusion in the area of 
border mental functioning in which the 
neuroses and neurotic conditions be- 
long, and throws light on the absence of 
leadership by psychologists in that field. 
It explains the slow realization of the 
importance of studying minds in their 
total functioning before specializing in 
separate aspects, and the lack of appre- 
ciation of the theoretical implications of 
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the contributions made by Binet and 
Terman. 

Delay in recognition of the value of 
two scientific findings which have 
made psychological analysis possible 
abstract-verbal controls, and units of 
measurement in terms of normal de- 
velopmental levels—has not only caused 
the relegation of individual testing pro- 
cedures to a secondary place or none at 
all in psychological laboratories, but ac- 
counts for the failure of the quantita- 
tive work of Kraepelin to arrive at a 
place of practical usefulness and for the 
present-day overemphasis on psycho- 
genic causation in individual therapy. 

The Statistical Fixation. Lack of 


systematic acquaintance with individual 
minds has also resulted in too great re- 
liance on statistical methods under the 
tacit assumption that logic confined to 
mathematical symbols can take the place 
of direct knowledge of the meaning of 


the data which the symbols represent.* 
This aberration has in turn resulted in 
the acceptance of almost any test as a 
measure of intelligence if it only corre- 
lates sufficiently with another test which 
in turn correlates with still another 
which itself may never have been vali- 
dated against true differences in the 
characteristic phenomenon which it al- 
leges to measure.* This has led to over- 


3. Since there are high correlations between 
intelligence and groups of tests which are easily 
done by children below the nine-year level, it is 
obvious that a high correlation with a reliable 
test of intelligence cannot be accepted as proof 
of validity. There is evidence that the reason 
for the high correlations between very simple 
tests when timed and abstract-verbal level lies 
in the fact that the simple tests require ability 
that is essential to efficient thinking at higher 
levels though they do not demand the distinctive 
higher-level abstract-verbal discrimination which 
marks higher levels of understanding. 

4. While emphasizing the importance of the 
use of representative samplings of the population 
as bases of comparison, it has nevertheless 
encouraged or at least not prevented the careless 
acceptance of almost any chance group as repre- 
sentative and has not questioned conclusions 
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emphasis on prediction and too great 
dependence on group tests in place of 
individual examinations, apparently 
under the impression that statistical pre- 
dictability as applied to groups is of 
more importance than definite knowl- 
edge about different aspects of the 
mental ability of individuals who com- 
pose the groups. 

Words versus Meanings. The prac- 
tice of giving more consideration to 
symbols than to the meaning of the 
data for which they stand has also en- 
couraged the unjustified use of differ- 
ent norms for different groups and 
races and even for different decades of 
life—a practice which adds confusion 
to psychological findings and ignores 
the fact that remotivation and therapy 
have to proceed from definite knowl- 
edge. The fact that a person rates at 
some “norm” is not the significant 
point, but the capacity implied in the 
norm. To state that a person who is 
incapable of grasping certain abstrac- 
tions is at a norm for some particular 
group or race is often not only meaning- 
less but such a statement neither makes 
two norms equal nor imbues a person 
with ability which he lacks. A person 
who weighs little still weighs little irre- 
spective of whether it be a racial char- 
acteristic or due to temporary causes. 
To add something to make up for what 
he might have weighed under other con- 
ditions can only be misleading. 

Transposition into the Unknown Mis- 
leading. Likewise, a person whose gen- 
eral effective intelligence with age or 
in neurotic or psychopathic conditions 
is decreased by mental slowness or by 


drawn from inadequate samplings. This error is 
particularly misleading in the study of neurotics 
among whom deviations from normal in effi- 
ciency of mental functioning may not clearly 
show in ratings unless the two groups compared 
are equeted as to abstract-verbal level. 
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inadequacy of associative functioning 
is poorer in his general effective intel- 
ligence than other persons of the same 
potential abstract level and he cannot 
accomplish as much in unfamiliar situa- 
tions where perception time is an im- 
portant factor. Such mental inefficiency 
is not to be ignored even when capacity 
for sound reasoning and judgment is 
possible after new data is once assimi- 
lated. Though the quality of reasoning 
may even be improved with age because 
of habits of careful thinking and an 
enriched apperceptive background which 
has resulted from the relation between 
native potential intelligence and the 
effects of experience, yet, because 
changes with age differ with each 
individual, and because the amount 


of change differs with various types 
and degrees of mental malfunction- 
ing as well as with different levels 
of intelligence, any fixed additions 


made to test ratings for added dec- 
ades of life may greatly distort the 
true mental condition of any one in- 
dividual. From this it follows that the 
only sound formula for reporting the 
mental status of persons of all ages and 
conditions is to evaluate the two varia- 
bles—abstract-verbal and _ efficiency— 
separately, and to consider them as they 
are at the time examinations are made. 

The Remedy for Psychology. Lack 
of adequate leadership left problems of 
personal adjustment too long under the 
domination of the medical profession, 
thus giving psychologists little oppor- 
tunity to make use of training for pro- 
fessional work even if it was acquired. 
There has consequently been little to 
stimulate psychologists to undertake the 
rigorous training essential to sound 
work in individual psychology and, as 
a result, psychiatry has been left to de- 
velop along less scientific lines. 
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Now we have an anomalous situation 
in which a large number of persons prac- 
tice in the field of psychology though 
their only contact with a scientific edu- 
cation has been in connection with 
bodily and not with mental phenomena. 

It is a critical time for psychology, 
especially that branch outside of mental 
hospitals with which psychiatry deals. 
There is danger lest it be dominated by 
the medical profession even more than 
it now is, and lest there be even greater 
emphasis on unsound methods of inter- 
view and interpretation at the expense 
of more reliable and fruitful proce- 
dures. 

Though psychology has reached its 
majority and is one of the major 
sciences, it has not yet acquired a sense 
of responsibility appropriate to its ma- 
turity. It does not keep quacks from 
practicing in its name and has not 
formulated the rules by which pseudo- 
psychology can be controlled. Not only 
has the older science failed to realize 
that psychology is of age but it does not 
yet see that psychological methods have 
advanced far beyond those with which 
medicine did its early work in the field 
of insanity and that the usefulness of 
psychiatry as it is usually taught is 
limited to whatever indirect help may be 
afforded by improvement in the under- 
lying physiological and _ neurological 
foundations of the mind. 

The errors of psychology will persist 
until a well-rounded study of human 
minds is a minimal essential for all stu- 
dents of psychology instead of being 
relegated to what is known as the “ap- 
plied field.” 

The Remedy for Psychiatry. An art 
which is based on shifting sands of per- 
sonal beliefs and individual interpreta- 
tion can not survive. Neither can the 
work of those giants in the profession 
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whose native intelligence and experience 
keep them on a sane course compensate 
for the mistaken activities of the others. 

The errors will persist until it is re- 
alized that there can be no discipline of 
“medical psychology” apart from an 
understanding of normal psychology, 
and that irrespective of any possible 
physical causation, correlative mental 
conditions can be known only through 
scientific psychological methods which 
show both verbal level and the efficiency 
with which intellectual potentialities can 
function besides uncovering the basic 
personality type. Errors in psychiatry 
will persist until it is realized that such 
a preliminary mental diagnosis is as 
essential to sound therapy as it is for a 
physician to make a preliminary survey 
of the condition of the body before pre- 
scribing for physical ills. Since it takes 
as long to become proficient in scientific 
psychological analysis as it does to be- 
come a practicing physician, the physio- 
logical and neurological aspects could 
best be left to those physicians who keep 
sufficiently in practice in their medical 
work to be reliable, while adjustment 
problems should be undertaken only by 
persons who have devoted sufficient 
time to the study of human minds to be 
able to make reliable mental diagnoses. 


SUMMARY 


It is important that both psycholo- 
gists and physicians look to their fron- 
tiers and realize the limits of their 
special fields. Though there is a border 
zone where both professions can advan- 
tageously work together, the one to try 
to improve the physical bases of the 
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mind, the other to determine the effec- 
tiveness with which the mind can func- 
tion as a basis for further treatment, 
yet even in this border zone the limits 
of the true frontiers are definite because 
the special work of the one profession 
cannot be properly carried on by the 
other. 

The fundamental error of psychiatry 
is its lack of a broad education in the 
theoretical and practical aspects of the 
field in which it practices: that of in- 
dividual psychology. If Dr. Link’s 
article only serves to call attention to 
the need of a clarification of the two 
fields of service—the physiological and 
the psychological—and if it finally 
directs attention to the one error which 
is the main source of all psychiatric 
errors, it will have served a most use- 
ful purpose. 
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CLINICAL PSYCHOLOGY FOR THE PASTOR 


PAUL E. JOHNSON 
Boston University School of Theology 


INTRODUCTION 


It is twenty-one years since Richard 
C. Cabot, Professor of Clinical Medi- 
cine in Harvard University, gave “A 
Plea for a Clinical Year in the Course 
of Theological Study.”’ This plea was 


presented first in lectures at theological 
schools, then published in The Survey, 
(December, 1925) and included in a 
volume of essays(1). 


Dr. Cabot said: 


When we urge a theological student to get 
‘clinical experience’ outside of his lecture rooms 
and his chapel, to visit the sick, the insane, the 
prisons and the almshouses, it is not because we 
want him to get away from his theology, but 
because we want him to practice his theology 
where it is most needed, i.e. in personal contact 
with individuals in trouble. 


He had been taking his medical stu- 
dents to the hospital with him, and had 
seen what they learned by clinical expe- 
rience. He had pioneered in teaching 
medicine by case histories and grand 
rounds from bed to bed. The clinical 
year of internship was well established 
in the education of physicians. He 
recognized that ministers must also 
learn how to work with persons in need, 
where those persons are at the time of 
need. 

I am confident that they can do as much good 
and as little harm as medical students now do in 
such institutions, and that like medical students 
they can learn some of the essentials of their 
profession. Like medical students they should 
be supervised both by those responsible for their 
instruction (their own theological professors) 
and by those in charge of the institution itself 
and responsible for the care of its inmates... 

What is the minister or theological student to 
do in these institutions? He is to look after the 
minds, the emotions, the wills, the souls of the 
inmates as the doctors and nirses now care for 
their physical welfare2). 


Two questions arise upon reading 


these words. First, is it the business 
of the pastor to minister to the sick, the 
delinquent and the indigent? Psychia- 
trists and psychotherapists, penologists 
and social workers specialize in such 
services. Will the pastor find a wel- 
come place among these scientists? His- 
torically, this has been the work of reli- 
gious vocations. The first hospitals 
were established and served by religious 
orders. The needy poor were their 
special obligation. The word clinical 
was used in medieval times to indicate 
the bedside ministry of the sacraments 
and last rites. 

Second, is the pastor competent to 
serve the sick and distressed effectively ? 
Does he know what to do and how to 
meet these personal needs? Can he offer 
any clinical service that will make a 
difference in health and adjustment of 
personality? Psychosomatic medicine 
recognizes the effects of emotional re- 
sponses on organic functions, and the 
urgency of treating mind as well as body 
if health is to improve. There is work 
to be done in the psychic adjustment of 
persons in illness and distress. But is 
the pastor qualified to do it? 

Most pastors approach this question 
with humility, feeling inadequate to the 
task. Some help may be given, but not 
scientifically enough to be accurate, or 
practically enough to be a skillful heal- 
ing art. The Catholic priest may be 
better trained for this work, by appren- 
ticeship under experienced supervision. 
The Protestant pastor may learn these 
skills the hard, long way, or he may just 
offer sympathy and hope for the best. 
Those who recognize the need and re- 
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sponsibility seek better opportunities to 
learn the art of ministering to persons 
in illness and distress. 


PROGRAM OF TRAINING FOR PASTORAL 
PsyCHOLOGY 


In response to Dr. Cabot’s plea and 
the pioneer work of others a new move- 
ment has come in theological education, 
known as clinical training(3). In 1925, 
Rev. Anton T. Boisen established clin- 
ical training for theological students at 
the Worcester State Hospital in Massa- 
chusetts. In 1930 the Council for Clin- 
ical Training of Theological Stu- 
dents(4) was incorporated with Dr. 
Cabot as its first president and Dr. Helen 
Flanders Dunbar as director. Training 
centers were opened in other mental hos- 
pitals and penal institutions where 
theological students attended seminars, 
worked with patients and wrote clinical 
notes for criticism by supervisors. The 
Institute of Pastoral Care, Rev. Rollin 
J. Fairbanks, director, has more re- 
cently been formed to conduct clinical 
training in general hospitals(5). The 
Federal Council of Churches has a very 
active Commission on Religion and 
Health, directed by Rev. Seward Hilt- 
ner(6), The American Association of 
Theological Schools has endorsed clin- 
ical training(7) and many theological 
schools now have courses and hospital 
affiliations to provide such education. 
More than 1800 ministers and theo- 
logical students have had full-time sum- 
mer clinical courses in hospitals and 
penal institutions, from 65 theological 
schools and 25 denominations. Well 
over 2000 more have had part-time 
training with theological courses(8). 

The aims of such clinical training are 
(1) to understand persons and their 
problems, (2) to explore the relations 
of religion and health, (3) to cooperate 
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with health professions and services, 
(4) to see pastoral opportunities and 
learn pastoral skills, (5) to apply theol- 
ogy to concrete human needs, and (6) 
to discover the forces involved in the 
spiritual life and laws by which they 
operate. The approach is empirical and 
the methods as scientific as may be pos- 
sible in understanding the total person 
in his interpersonal relations. Pastors 
are unable to meet these issues single- 
handed. They seek to learn of and 
work with physicians, psychologists and 
social workers in understanding and 
serving the needs of persons. 

What have pastors learned from 
these clinical opportunities? It is not 
easy to sum up the many valuable les- 
sons that come from first-hand expe- 
rience with persons in a clinically con- 
trolled situation. A survey by the 
Council of Clinical Training(9) in 1937 
of 192 theological students who had 
clinical training showed that 75% were 
in the pastorate, 6% were teaching, 6% 
serving as hospital chaplains, 3% as 
social workers, 2% in missionary work, 
2% in Y. M. C. A. work and 1% in 
medicine. Because of this clinical ex- 
perience 93% reported gains in personal 
insight, 86% in counseling skills, 70% 
in ministry to the sick, 68% in pastoral 
calling, 61% in cooperation with pro- 
fessional groups, 59% in understanding 
of theology and religion, 57% in 
preaching, 33% in work with groups, 
32% in religious education, 27% in 
worship, and 25% in church adminis- 
tration. 


PRINCIPLES OF PASTORAL PSYCHOLOGY 


Most significant of the gains from 
clinical experience has been a method- 
ology for pastoral work. By first-hand 
clinical experience under expert super- 
vision and critical analysis, physicians 
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learn to practice medicine. Clinical edu- 
cation of theological students provides a 
similar opportunity to work in clinically 
controlled situations with supervision 
and criticism. Working with persons 
in need these students learn by doing 
how to give pastoral care. And in this 
practice methods and procedures are 
established experimentally as a com- 
mon body of professional knowledge. 
What does not work is discarded and 
what proves effective is continued as 
accepted procedure. New students are 
introduced to these principles and 
shown the value of effective methods. 
Consequently, there is emerging a more 
scientific pastoral methodology that is 
meeting converging methods from re- 
lated fields of medical psychotherapy, 
social work and psychological counsel- 
ing. 

1. Cooperation with other profes- 
sional workers. This is the basic prin- 
ciple on which a clinic operates: the 
teamwork of specially skilled workers 
to share diagnosis, treatment and edu- 
cation. The modern hospital is the out- 
standing example of clinical coopera- 
tion, where service to the patient is com- 
bined with education of physicians, sur- 
geons, technicians, nurses, therapists, 
social workers and pastors. The teach- 
ing chaplain supervises clinical training 
of pastors, arranges and integrates co- 
operation with the hospital staff. Be- 
ginning usually as an orderly the student 
pastor learns the basic procedures of 
teamwork with the hospital staff in 
serving the needs of patients. He dis- 
covers humility, discipline and shared 
responsibility in working along with 
others. The professional isolation that 
has characterized the pastor gives way 
to consultation, referral and coordinated 
services. 


2. Counseling is person-centered. 
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Pastors have often been church-cen- 
tered, giving major attention to doc- 
trine or program. “Start with the 
patient”(10) is the axiom of clinical 
training. This means to give him first 
attention and care, to study his needs, 
and devote all available resources to his 
service. It means to accept him as he 
is without moral condemnation or eval- 
uative judgment. As a counselor the 
pastor’s first business is to understand 
rather than to reform. He learns to 
exercise self-restraint, to talk less and 
listen more, to keep himself in the back- 
ground and the counselee in the fore- 
ground. He declines to be an authority, 
to offer advice, or to solve another's 
problem for him. He gives the person 
freedom to solve his own problems, to 
make his own decisions and take respon- 
sibility for his own progress. In fact 
this pastor is less concerned about prob- 
lems, because his work goes beyond 
them to center on individual growth. 
He is devoted to “a person-minded 
ministry.” (11) 

3. Responsive listening. The art of 
verbal expression is required of the 
preacher, but the pastor needs the art 
of listening. Clinical experience has 
brought this need to the foreground. 
“The Ministry of Listening’’ is the title 
of a pamphlet distributed by the Gen- 
eral Commission on Army and Navy 
Chaplains and the Commission on Reli- 
gion and Health of the Federal Council 
of Churches. Listening is recognized 
as the most essential technique of pas- 
toral work. Dicks(12), in presenting 
this method, distinguishes two types of 
listening : passive listening and directed 
listening. But passive listening, I con- 
tend, is too passive ; and directed listen- 
ing is too directive. Good listening 1s 
attentive, alert, and selective, which is 
far from passive. Directed listening 
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controls the interview by questions, pre- 
venting spontaneous expression and 
emotional release. Rogers(13) clearly 
shows the disadvantages of the directive 
approach in making the client passive 
and dependent without self-expression 
or responsibility to solve his own prob- 
lems and achieve needed growth. Yet 
the term “non-directive” is negative and 
not entirely descriptive of the counsel- 
ing methods Rogers presents so con- 
vincingly. 

Respensive listening seems more truly 
descriptive of this procedure. The 
counselor is neither passive nor direc- 
tive. Nor is he merely non-directive, 
for his responses are selective of feel- 
ings and insight expressed by the client. 
The pastoral counselor is not to lead the 
conversation by choosing topics, but to 
follow with accurate responses to emo- 
tional content. This is responsive lis- 
tening, reflecting moods and stimulating 
progress by selecting for emphasis what 
is most significant to the client. 

After fifteen interviews with a mid- 
dle aged man in a state prison the stu- 
dent pastor recorded the following 
conversation about guilt and treatment 
under the law: 

Pastor. I received your letter. Thank you 
for it, and for the confidence you have placed 
in me, 

S. I’m not sure if I expressed exactly 
what I meant to or not. Did you get what I 
was trying to do? 

Pastor. I thought I understood your letter 
quite well, but I’m not sure just what you 
mean you were trying to do. 

S. Well, I was trying to present the other 
side. I gave one side when we were talking 
last week, and then in the letter I tried to 
point out the other viewpoint. 

Pastor. You feel that there are definitely 
two sides to the question? 

S. Yes, there are. Of course, I think one 
is better than the other. But there’s some 


truth in the other side too. I wouldn’t want 
to deny that. 
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Pastor. And you probably feel that there 
is something on each side in you too. 

S. Yes, I’m not particularly angry or re- 
sentful because I didn’t get the chance I 
wanted. But I certainly do feel as though I 
got cheated out of something I needed, some- 
thing I ought to have had. 

Pastor. You feel as though you deserved 
a break and didn’t get it. 

S. That’s right. And yet, I don’t really 
believe in breaks. (Note how he corrects 
pastor's partial insight.) Things don’t just 
happen without something being responsible 
for them. I figure I am in a really tough 
fight—with a crooked referee. But I know 
what the score is, and I’m going to use every- 
thing to prove my point. 

Pastor. You feel that you were worthy of 
a better chance than you got, and you want to 
prove they were wrong in not giving it to 
you. (This states it better.) 

S. That’s right. I made up my mind 
several years ago that I wanted to make 
something out of myself, and just because 
there is some tough going, I’m not going to 
give up now. 

Pastor. You feel quite certain of what 
you want. 

S. You bet I do. And I’m going to get 
it too. For one, I don’t want it to be said 
that I quit. I’ve had plenty of chances to 
quit, already, and I don’t intend to give up 
what I have gained. It’s like digging a ditch 
a mile long and getting three-fourths done, 
and then run into a rock. Well, you either 
have to go ahead and finish or lose all you’ve 
gained, just throw it away. There are only 
two alternatives, to quit or not to quit—and 
you know that leaves just one. 

Pastor. Then there’s nothing to do but go 
ahead. 

S. I’m not giving up now—not after all 
I’ve gone through to get this far. I’ll do the 
rest of my time and then things will have to 
come my way. 


By responsive listening the pastor 
permits free expression of emotions and 


insights. Without condemning, or tak- 
ing sides he accepts and understands; 
consequently the prisoner sees both 
sides and takes responsibility for his 
own progress. 

4. Release and insight. When a 
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person is under stress by reason of prob- 
lems and frustrations, he needs to gain 
release and insight. This has been 
recognized by clinical psychologists from 
the time Freud began his pioneer work. 
Before that it was recognized by the 
church in the institution of the confes- 
sional. But the majority of our popula- 
tion do not come regularly to church 
confessions, and many who do make it 
a formal penance rather than a genuine 
catharsis. Clinical psychologists are 
demonstrating that unrecognized emo- 
tional attitudes are basic in personality 
problems. A free expression of these 
emotional attitudes is needed for release 
of inner tensions. And when such atti- 
tudes are freely expressed and accepted, 
they promote self-understanding or in- 
sight to solve them by taking proper 
steps to outgrow them. The clinical 


pastor by responsive listening is learn- 
ing to respond to emotions, whether 
positive, negative or ambivalent. As 


the client sees that his emotional atti- 
tudes are understood and accepted with- 
out blame he is better able to recognize 
his own feelings, to gain insight, and 
make decisions that promote needed 
growth. 

Mrs. C. was referred by a medical 
clinic to a student pastor for interview. 
When they were seated he opened the 
conversation by a general exploratory 
question. 

Pastor. How are you feeling? 

Mrs. C. Much better. (She hesitated a 
moment, looking rather pussled.) 1 don’t 
know just what I am supposed to tell you. 

Pastor. Would you like to tell me how 
things are going now and how you are feel- 
ing? 

Mrs. C. Well, I know what my imme- 
diate problem is. Every time they start a 
new war loan drive, I get all upset. 

Pastor. Why does it upset you? 

Mrs. C. Well, they ask you to buy another 
bond, and I don’t see how we are going to 


do it. When other war bonds and taxes are 
taken out of my husband’s salary, we have 
just $23 a week to live on. We just can’ 
afford to buy a $100 war bond. 

Pastor. You feel that you have to buy a 
war bond? 

Mrs. C. Well, we can’t! But I get all up- 
set about it. That’s my immediate problem, 
but it’ll end after while. When I first came 
here, I had all kinds of troubles, pains in my 
legs, my stomach was bothering me; I wasn’t 
sleeping at nights. But I know the clinic 
has helped me a lot in that. I have read 
several books trying to find some answer. | 
can see that my nervousness brought on the 
other. 

Pastor. 
thing ? 

Mrs. C. Well, when I first came in here, 
I told them I was having trouble with my 
mother. But I see now that the real problem 
was something else. When I told them that 
I was just trying to cover up something else. 

Pastor. Cover up some other problem? 

Mrs. C. Yes. At home my husband is 
always yelling, every time he gets dressed, 
“Where’s my tie? Where’s my shirt? Where 
are my socks?” I got pretty aggravated 
about it. I thought if he would look he could 
find them himself. I just wanted to turn 
him across my knee. Then after I came here, 
and began to read some books on the subject, 
I noticed I felt most upset whenever he came 
near me for sexual intercourse. And I saw 
that I was really thinking of him as a littl 
boy, and I was making myself his mother. 
So every time he came near me for inter- 
course I had a fear of incest. I have to stop 
thinking of myself as his mother, and think 
of myself as his wife. 

Pastor. Why do you suppose you felt that 
way? Has this been quite a problem to you 
before ? 

Mrs. C. Yes. (She nodded.) I’ve been 
bothered quite a bit by constipation. When 
I was a girl, my father accused me of steal- 
ing a ball and he threatened to send me to 
reform school. We had a toilet down in one 
corner of the basement, and it had one 
window from the outside. I was afraid the 
policeman would look in that window and 
catch me there. So I wouldn’t go for a long 
time, until I just had to. 

(Then she went on to explain that she was 
married before, and described with consider- 


You felt nervous about some- 
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able emotion their marital conflicts over sex 
adjustments.) 

Pastor. Are you still in love with him? 

(Mrs. C. waited a long time before making 
reply.) I hated him at one time. Then I 
saw that wouldn’t do any good, so I prayed 
for him. (Another pause.) I think I love 
the man he might have been. 

Pastor. Then you haven’t quite given him 
up? 

Mrs. C. O yes! (quite emphatically). I 
love him in the way I would if he were dead. 
You know when a person is gone, you re- 
member the good things and you forget a lot 
of things. We were divorced in 1921. I’ve 
only seen him once since then. He divorced 
me for desertion. And he was married as 
soon as he could after the divorce. (Then 
followed an account of the second marriage 
and further problems in sex adjustments.) 

Mrs. C. Well, can you give me some 
advice ? 

Pastor. I’m afraid I’m not very good at 
giving advice. Do you think advice is what 
you need ? 

Mrs. C. I don’t know. 
fused about it. 


Oh, I’m so con- 


For a first interview the release and 
insight gained are quite remarkable. 
From superficial anxieties she moved to 
deeper revelations. The pastor was a 
good listener, showed ability to accept 
and understand her feelings without 
giving advice. There can be little doubt 
as to the psychological value of such a 
confession, even though she has not yet 
decided on a plan of action. 

5. Relationship therapy. Clinical 
psychology accents the psychothera- 
peutic value of relationship. From this 
emphasis the pastor is rediscovering the 
meaning of religious fellowship. The 
healing relationship has been disturbed, 
however, by moral judgments. When 
the pastor learns the truth of “Judge 
not, lest ye be also judged’’(14), he may 
be freed from the tendency to bring 
persons under moral censure, to accept 
them in a permissive relationship. 
From Rank and the Pennsylvania 
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School of Social Work, Taft(15) brings 
the view that relationship therapy is ‘“‘an 
opportunity to experience more com- 
pletely the direction, depth and ambiv- 
alence of the impulses which relate the 
self to outer reality, and to discover 
first-hand the possibility of their organ- 
ization into an autonomous will.” 
Allen(16) calls such relationship “a pre- 
cipitated growth experience, not apart 
from but akin to life.’”” The pastor who 
leads recreation, discussion, or worship 
may establish a relationship of accept- 
ance, release, insight and growth. As 
counselor he may structure a permissive 
relationship in which a person can re- 
lease emotions, understand himself, and 
work through conflicts into unified, 
purposive living. 

In the seventeenth pastoral interview 
with the prisoner cited above the pos- 
sibility of growth in social relationships 
is clearly indicated. 


S. We have all kinds in here—pretty 
much the same as outside. Some are smart 
as can be, and others are just dull. I find 
that there are all kinds, and I have to get 
along with them in here, just the same as I 
will outside. 

Pastor. You feel that the people you deal 
with here are pretty much the same as they 
are anywhere, and that problems are about 
the same. 

S. Yes, it’s a pretty good sample of what 
people are outside. I feel that if I can 
get along with all kinds in here I can do 
the same thing when the times comes out- 
side. (Pause.) Troubles seem awfully big 
when you have them, but when you look back 
on them later, they appear much smaller. It’s 
a matter of getting a little broader viewpoint 
all the time. 

Pastor. You definitely feel as though you 
were growing. 

S. Yes. It’s a little like this. You and I 
have sort of set up a little world of our own, 
where I can have some respect for myself 
and a little friendship; and everything is all 
right in that little world. It doesn’t make 
any difference if all the rest of the world is 
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bad and against us, that part is worth keep- 
ing. Well, it’s the same way elsewhere. By 
adding a few other people to the world that 
is what I want and what you want, we make 
that world bigger and better. We can’t 
change the whole world, but we can do some- 
thing about ourselves and the little worlds 
all around us. 

Pastor. You feel as though the sharing of 
things with friends is one of the most im- 
portant aspects of your life in this better 
world, I take it. 

S. Yes, it’s better to share things. It helps 
to do away with suspicion and mistrust. 
People are always asking what someone 
wants out of this. Take, for example, when 
you came to see me for the first time. The 
natural question was, Well, what does he 
want out of this? Or anything a man does, 
they always suspect him of wanting some- 
thing for himself. They can’t quite believe 
that a man might be wanting to help someone 
else. 

Pastor. One of the things a man often 
wants is to do something for someone else, 
rather than being purely selfish. 

S. That’s right. And if we could just 
realize that all of the time we’d be a lot better 
off. The first time we met I told you I would 
talk straight, and I’ve done that. If more 
people would do the same thing, we’d get 
along a lot better. 


6. Dynamic religious resources. The 
place of religion in health is a contro- 
versial issue. Freud(17) called religion 
an illusion, and some consider it a hin- 
drance more than a help. Jung(18), on 
the other hand, has declared a religious 
outlook essential to successful therapy. 
Pastors have been rendered a double 


service by clinical psychologists, first in | 


the challenge to see what if anything is 
real about their religion, and second the 
demand to apply religious resources for 
all they are worth to personality prob- 
lems. Jung pointed out that many pa- 
tients refuse to see a clergyman because 
they feel he is incompetent in psycho- 
logical training, or will be shocked and 
condemn rather than understand. They 
expect that he will give the traditional 


theological and ethical authoritarian ad- 
vice, which they have heard before and 
know already. Realizing the justice of 
these criticisms many ministers ask for 
clinical training to gain the competence 
they lack. The pastor needs to under- 
stand clinical psychology and _ learn 


- counseling skills to do his work intelli- 


gently. 

But he needs more, for as a pastor he 
is the representative of religious values. 
What religious resources can be made 
available to those in distress? (1) Re- 
ligion views every life as significant to 
God, which enhances the sense of per- 
sonal worth and dignity. (2) Worship 
and aspiration clarify goals and affirm 
values. (3) Membership in a religious 
fellowship gives social recognition and 
support. (4) To believe in God’s sus- 
taining presence gives personal security 
and invisible companionship at all times. 
(5) Trust in the ultimate victory of 
good over evil steadies one under stress 
with hope that saves from despair. (6) 
The privilege of confession and for- 
giveness releases tension of guilt and 
restores self-respect. (7) Religious de- 
votion gives motivation and discipline 
for growth. (8) Religious service pro- 
vides an occupational therapy and un- 
selfish identification with the welfare of 
others. (19) 

To speak of these in the abstract may 
sound like empty verbosity. To those 
who do not believe or participate in re- 
ligious values they can be little more. 
No therapy is useful to those who do 
not use it. Religious exercises like 
muscular exercises are available only to 
those who exert themselves actively and 
faithfully. It is by exercise that re- 
ligious resources enter life and become 
dynamic in actual cause and effect. A 
physician said to his pastor, “You 
preach and I practice.” Preaching is not 
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enough, religion must be practiced to 
make any real difference in living. The 
pastor who practices his religion may 
demonstrate its practical worth. In 
this, clinical religion is like clinical 
medicine and clinical psychology, the 
application of working hypotheses to 
human practice for experimental testing 
and improvement. (20) 

The following excerpt is from the 
fourth interview with an elderly man 
dying with cancer of the lungs. The 
head nurse had reported the patient’s 
condition, and as the pastor entered the 
room he found him propped up in bed 
laboring with great effort to breathe. 


Pastor. Old pal, how are you? 

L. (the patiert). Hello R. I’m so glad to 
see you. Time goes so slowly, and I am so 
sick. 

Pastor. Here is the book you wanted me 
to bring. Shall I lay it here on the table, 
or shall I read? 

L. Please read, R. 

(Nurse enters, adjusts patient and gives 
him a sip of water, and tries to give him a 
pill which he resists.) 

Pastor. What would you like, L.? 

L. Read, “Manasseh’s Prayer.” 

Pastor. That’s an_ excellent 
(Reads and comments.) 

L. Oh, R., that’s just what I wanted. 
That was good. (Another nurse enters, fol- 
lowed by an orderly wheeling an oxygen 
tank. Some time was spent in explaining 
the reason for the oxygen and fitting the 
mask. He fought the mask, then later com- 
plained of feeling dizzy, and broke out in a 
heavy sweat. The nurse finally said she was 
going to leave us alone, and left the room.) 

L. Did you hear what she said, R.? She 
said she would leave us alone. 

Pastor. Yes, L. She did say that. 
new we are alone, what would you like? 

L. Prayer, R. After that prayer of 
Manasseh I feel we ought to pray. 

Pastor. God, our Father, we like Manas- 
sch draw near to Thy throne of mercy, for 
Thou art merciful and toving. We seek a 
place in that mercy and love of Thine, know- 
ing Thou dost not deny those who come to 


selection. 


And 
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Thee in sincerity. We come, our Father, 
seeking guidance as wayfarers in this world 
and eternity. Help us in our need. And 
especially do we ask thy help in time of suf- 
fering and trouble. Hear us and help us 
when life in the body becomes difficult or un- 
bearable. Let Thy faith be ours and give 
us the hope we need to dispel our fears. 
Amen. 

(My ears caught a quiet rhythmical sound. 
L. had removed his mask, trying to speak. 
He was praying. I bowed again, and lis- 
tened.) 

L. ...and bless this dear minister .. . who 
has done so much for me... Give him... 
strength . . . and wisdom . . . to do his work. 
I am going to leave him .. . but you, O God, 
can remain... with him. And... help the 
church. People ... have been so good... 
to me. Help it to see... what kind .. . of 
church ... it should be. Help... the peo- 
ple . . . there to believe in you . . . the way 
I do now. Amen. 

(He put his mask back on. He seemed 
tired but very much contented. He was not 
disturbed by the people bringing in more 
oxygen tanks.) 

Pastor. Thank you, L., for that prayer. 

L. I didn’t know it was in me, R. (Speak- 
ing inside the mask. He had formerly de- 
clared he did not believe in prayer.) ...1 feel 
better than I have ever felt. It’s a good 
thing to pray! 

Pastor. Yes, it is a good thing to pray. 
But don’t try to talk any more just now. 
You are tired and the mask makes it doubly 
hard. I shall go now. Call me if you need 
me, I'll be in again in the morning. Good- 
bye. 


7. Note writing. To learn from ex- 
periment it is necessary to have accurate 


records. Scientists have made this 
axiomatic in laboratory, clinic and field 
work. In clinical work the pastor also 
keeps case records. He records inter- 
views as verbatim as possible, sum- 
marizes essential facts,analyzes insights, 
problems, mistakes, and considers the 
pastor’s task in these situations. The 
style of note writing developed in Bos- 
ton clinical training by Dicks, Guiles 
and Hunter provides a 34-inch margin 
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at the left for the supervisor’s com- 
ments. The interview record with 
comments then becomes the subject of 
conferences and seminar discussion. 
This has proved a valuable educational 
method for developing pastoral skills 
and understanding the psychology of 
personality. 


OUTLINE FOR 


Chaplain’s Comments 


JOHNSON 


seling and ministering to the needs of 
personality. 

2. Work in this field is not yet an 
exact science, but progress can be made 
in understanding and skill by clinical 
practice. 

3. A pastoral methodology is devel- 
oping by clinical experience, with gains 

NOTE WRITING 


First Visit 5-1-45 


. Facts: E.g., male, age 42, painter, single, Baptist, 
admitted 4-28-45 with diagnosis of gastric ulcer. 

. Preliminary Plans: Preparation for the visit, listing 
what the pastor aims to do and not to do. 

. The Visit: Recording observations and conversation 


as 


accurately as possible, including little incidents, 


embarrassment, pauses, transitions, etc. 
. Conclusion (in three parts): 


a. 


b. 


Cc. 


Analysis of what took place. Insights, interpreta- 
tions, items puzzling or significant by repetition 
or relationship. 

Criticism of visit. The pastor’s successes and 
mistakes, and what to do better next time. 

The minister’s task. Immediate and long range. 


5. Time: Note length of visit. 


Phonographic recording, as employed 


by Rogers,(13) has definite advantages 
in accuracy, tone of voice, and ease of 
recording. The pastor who goes to a 
patient or parishioner, however, cannot 
carry such equipment with him. He 
must train his memory for details and 
record the interview as soon as possible 
thereafter. In the course of many con- 
secutive calls, the pastor evidently can- 
not take complete notes on all or even 
most of them. But to pursue note 
writing on some cases, has distinct 
values in cumulative insights, analysis 
of significant items, criticism of pro- 
cedure, and meditation upon the task. 
Note writing becomes a private labora- 
tory, in which review, perspective, and 
insight foster progress in skill and un- 
derstanding. 


SUMMARY 


1. Pastors need to learn by clinical 
education to be more competent in coun- 


in (a) cooperation with other profes- 
sional workers, (b) person-centered 
counseling, (c) responsive listening, 
(d) release and insight, (e) relation- 
ship therapy, (f) dynamic religious re- 
sources, and (g) note writing. 
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The Relation of Mental Disorders to 


The rejection rates for the major causes of 
mental rejections in 60,000 selectees examined 
at the Boston Armed Forces Induction Station 
were determined and classified according to the 
socioeconomic level of the community from 
which the selectees came. An attempt was made 
to show the relation of mental disorders to 
socioeconomic factors. 

The total incidence of major mental disorders 
increased gradually from 7.3 per cent in the 
best communities to 16.6 per cent in the poorest 
communities. 

There was a steplike increase in the rate of 
mental deficiency as socioeconomic level of the 
community declined from 0.9 per cent in the best 
communities to 3.0 per cent in the poorest. 

The rate of psychopathic personality increased 
from 2.4 per cent in the best communities to 
6.9 per cent in the poorest. In spite of the wide 
difference at the extremes there was little varia- 


1. Hyde,, Maj. R. W., et al. The relation of 
mental disorders to the community socioeco- 
— level. New Eng., j. med., 1944, 231, 543- 
48. 


the Community Socioeconomic Level! 


tion among communities of intermediate de- 
sirability levels. 

The rate for chronic alcoholism did not vary 
significantly in the better half of the communi- 
ties (A, B and C desirability) and increased 
only in the poorest and densest (D, E and F) 
communities, suggesting that socioeconomic level 
per se is secondary in importance to density of 
population in determining the incidence of 
chronic alcoholism. 

The rate for psychoneurosis showed no con- 
sistent variation with socioeconomic level. There 
was no increase in the poorest communities, 
whereas throughout the communities of inter- 
mediate desirability there was a slight increase. 

The rate of psychoses increased with declining 
socioeconomic level, and variation from the 
average was most marked at the two extremes 
of desirability. 

These findings were explained on the basis of 
gravitation of the more unfit into the poorer 
communities and of differences in cultural ac- 
ceptability of asocial conduct at different socio- 
economic levels. Exceptions due to population 
density and nationality were considered and will 
be presented in full in subsequent papers. 





RORSCHACH STUDIES ON PATIENTS WITH PARANOID 
FEATURES* 


With an Analysis of 35 Cases 


KARL STERN 
and 


HELGA 


INTRODUCTION 


The following investigation has a 
two-fold purpose. Firstly, it is con- 
cerned with a practical problem. Since 
paranoid trends are of great social and 
medico-legal importance, and the Ror- 
schach method is gaining more and 
more recognition as one of the accepted 
standardized methods for the “testing”’ 
of personalities, it seemed necessary to 
investigate the extent to which this 
method is able to contribute to the 
objective evaluation of such morbid 
trends. 

Secondly, the investigation is con- 
cerned with theoretical problems. The 
psychopathology of certain delusional 
experiences is still obscure and under 
considerable discussion. Moreover, the 
nosological significance of certain para- 
noid states, the question whether they 
are only variations of well established 
disease entities or whether they are dis- 
eases in themselves—these, too, are 
problems largely unsolved. It seemed 
interesting to see how much a standard- 
ized method of investigation such as the 
Rorschach test might help to clarify 
some of the issues frequently confused 
by a purely subjective approach. 


DEFINITION OF TERMS 


The term “paranoid’’ is still used 
with somewhat different meanings by 


* From the Department of Psychiatry, McGill 
University, The Allan Memorial Institute of 
Psychiatry, and the Verdun Protestant Hos- 
pital. 
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different authors. It seems, therefore, 
necessary to state exactly how it is ap- 
plied in this paper. “Paranoid” means 
“paranoia-like.” True paranoia is, in 
Kraepelin’s famous definition, “a fixed 
type of disease, due exclusively to inter- 
nal causes and characterized by per- 
sistent systematized delusions, with 
preservation of clear and orderly think- 
ing and acting, and by the absence of 
hallucinations.”” This condition, as is 
well known, is exceedingly rare. Para- 
noia-like trends, however, are extremely 
frequent in mental diseases and may be 
present to varying degrees. Originally, 
in the use of this term, the content of 
the patient’s delusions was disregarded 
and thus the term “paranoid” was ap- 
plied, for example, to patients who suf- 
fered only from delusions of grandeur. 
However, the term gradually became 
more restricted, and is now used, by 
most authors as pertaining to delusions 
of persecution and ideas of reference or 
any state of morbid distrust. In this 
paper it is used in a similar sense. 
We would, however, contrary to 
Strecker(16) not extend it to such phe- 
nomena when they occur during toxic- 
delirious states, and confine it to 
patients with lucid consciousness (Jas- 
pers,6). Hence, the term “paranoid”’ as 
used in this investigation refers to any 
delusions of persecution and ideas of 
reference with or without hallucina- 
tions, occurring in patients who are not 
confused. 
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MATERIAL 


As is well known, trends of this type 
may be found under the most varying 
conditions, and within the most vary- 
ing symptomatological constellations. 
Patients with such trends were exam- 
ined, regardless of what position the 
paranoid feature assumed within the 
total picture of the disease—regardless 
of whether it was fleeting and accidental 
(as in one of our manic-depressive pa- 
tients during a depressive phase), or 
whether it seemed to present the very 
nucleus of a morbid condition. The 
latter group again presents various 
ranges, from cases coming close to 
Kraepelin’s description of paranoia 
given above, to patients in whom almost 
every experience is tinged with a delu- 
sional persecutory element in a most in- 
consistent and bizarre fashion. During 
the original collection of the material all 
these differences were purposely disre- 
garded. Hence, obviously the cases 
analyzed here present a vast array of 
morbid mental conditions which have 
only one common picture present, and 


this to a varying extent and quality.. 


Thirty-five cases were investigated al- 
together. In some cases it was necessary 
to conduct the inquiry simultaneously 
with the test. However, it is note- 
worthy that no patient showed distrust 
towards the test. 


RESULTS 


The results are briefly summarized in 
Table 1. However, details of certain 
groups of cases and of single cases will 
be referred to in the discussion.’ 

1. For reasons of expense, Rorschach records 
and the detailed table of results cannot be pub- 


lished in this paper, but may be obtained on re- 
quest from authors. 
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TABLE 1. Presenting summarized Rorschach 
Scorings of the Various Types of Responses 
Made by 35 Selected Cases Showing 
Paranoid Trends 








Scores 


Highest Lowest Mean 





19.1 

55 

37.5 
4.5 
2.5 
0.5 
1.0 
17 
0.2 
0.1 
0.3 
0.06 
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DISCUSSION 


Out of the 
is tabulated in 


Paranoid Schizophrenia. 
total material which 
Table 1, eleven cases were selected 
which present clear-cut pictures of 
schizophrenia with no problems of 
diagnosis or classification, or no “atyp- 
ical’’ features whatsoever. In surveying 
these cases it was obvious that the find- 
ings corresponded closely to what has 
been seen by previous investigators who 
dealt with schizophrenia as a whole 
(1,13,14), 


In general, there was a preoccupation 
with the surface qualities of the blots, 
t.e., Shading and color, at the expense of 


form perception. Many of the W re- 
sponses were vague wholes for this 
reason. The rare detail responses, com- 
mon in schizoid personalities, were 
absent in this group. They are probably 
incapable of such fine form differentia- 
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tion. No case showed an obsessive em- 
phasis on small details. Although many 
of the patients were sarcastic and nega- 
tivistic, S responses occurred only 
thrice. Movement responses on the 
whole were low, and frequently absent. 
Human movement responses did not 
exceed 2 in any record and averaged 
0-6. Klopfer and Kelley(7) stated that 
“paranoid cases of dementia praecox 
show many human movement responses 
and, on the whole, a better-integrated 
general picture.” Our results do not 
support this contention. Human move- 
ment responses were conspicuously low, 
and insofar as color and shading well 
combined with form is an evidence of 
integration, the predominance of c and 
CF over Fe and FC showed the lack of 
integration common to most schizo- 
phrenics. 

The combination of few popular re- 
sponses with many original responses 


and a low A %, so typical of schizo- 
phrenia, occurred frequently in these 


records. It could be hoped, although 
the location scores and the determinants 
fail to separate the paranoid from the 
bulk of schizophrenics, that the content 
scores, particularly of original answers, 
might reveal something of the paranoid 
nature of the delusions. This hope, 
however, was not fulfilled. 

The following three cases may serve 
as examples of this group: 

Case 8. I. G. Female, age 48, married, 3 
children. A thin, pale woman of asthenic body 
build, with a deviating squint. 1928: People were 
making fun of her. Her husband was spread- 
ing malicious criticism about her. Gas was 
being pumped into the house. Olfactory hallu- 
cinations. April 1937: Admitted to Verdun 
Protestant Hospital. Further course in hos- 
pital: Symptoms about the same as mentioned 
above. Gas pipes go into her room; electricity 
is playing on her; delusions of persecution re- 
ferring to her husband; extremely suspicious ; 
sarcastic. Sloppy and not working. 


Case 10. Male, age 42, married, one child. In 


1936 (approximately) became “nervous,” felt 
that fellow-employees were threatening him. One 
sister epileptic. One maternal uncle psychotic. 
In 1940 admitted to the Ontario Hospital. Talk- 
ative at night, reacting to hallucinations; sus- 
picious, saw movies on the wall at night. Felt 
electricity, jumped up because they were stick- 
ing needles into him. Someone was putting elec- 
tric light bulbs into his rectum. September 1943, 
admitted to the Verdun Protestant Hospital, 
Status about the same as described above. Was 
constantly persecuted, poisoned and abused. A 
lean, asthenic individual with sallow complexion, 

Case 14. M.H. Female, age 32, married, one 
child. Well built woman, somewhat muscular 
with “asthenic profile.” 1939: Became convinced 
that people tried to kill her child; wakening dur- 
ing the night; rousing neighbors; seeing and 
hearing persecutors who tried to torment her 
and child. May 1940: Admitted to the Verdun 
Protestant Hospital. At that time, her child 
was just two years old. Patient had been 
treated for syphilis during pregnancy. On ad- 
mission blood and C. S. F. Wassermann nega- 
tive. Since that time continuously under the 
influence of extremely severe delusions of per- 
secution, and hallucinations. Insulin treatment 
of no avail. Occasional acute bouts of violence 
and impulsiveness. 


The records of these three patients 
would be considered to be pathogno- 
monic of schizophrenia but anyone 
familiar with the Rorschach findings in 
schizophrenia could not distinguish 
them from those of other true severely 
affected schizophrenics wihout paranoid 
elements. Moreover the patients gave 
no evidence in the content of their re- 
sponses of their particular delusions. 

“Systematized Delusions.” There 
were 4 cases among our group whose 
picture approached more or less closely 
the concept of paranoia of the classical 
pattern. These were patients whose 
delusions were persistent and uniform, 
and who were not hallucinated; their 
thoughts and actions not pertaining to 
their delusions were more or less ra- 
tional. In fact one of these cases 
(F. T.) corresponded accurately to the 
concept of true paranoia. He now holds 
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a semi-employee position in the hospital, 
and is socially well adjusted. 


Case 23. B.S. Female, age 72, married, 3 
children, several grandchildren. First change 
noticed at her husband’s death when the patient 
was 43 years of age; no further details can be 
found about this at present. 1925: Hospitalized 
for the first time with ideas of persecution. All 
these ideas are connected with the Catholic 
Church. First they referred to a certain priest, 
but later they became more and more extensive. 
She laid traps to catch priests and nuns and felt 
that poison was put into her food by Catholics. 
The Catholic Church is not only behind all the 
suffering she had to go through, but also behind 
everything that is wrong with the world in gen- 
eral. Hitler is a Jew who sacrifices his own 
people rather than have them be victims of the 
Catholic Church. Both the British and Ameri- 
can Governments are strongly influenced by the 
Church, therefore, the patient is on Hitler’s side. 
Fellow-patients on the ward, including Jews, 
are actually Catholics. She received certain 
secret hints, such as a gold ornament in a choco- 
late box signifying that if she only kept quiet 
about things the Jesuits would pay her in gold. 
She is neat, industrious on the ward, keeps to 
herself and is fairly friendly in conversations. 
Never any indication of hallucinations. 


Case 20. F.T. Male, age 63. 1934: “Morose 
and melancholy periods.” He imagined that 
something was wrong, but he could not say 
what. He had the suspicion of being poisoned or 
influenced by his wife and his sister-in-law. He 
smelled and tasted poison in food. February 
1934: Admitted to the Verdun Protestant Hos- 
pital. A squarely built man of middle height, 
mixture of pyknic and athletic build. On general 
physical examination, nothing conspicuous. ; 

During the mental examination gave his own 
history as having been born in England, coming to 
this country in 1907 and marrying in 1917. He 
worked as night watchman at large manufactur- 
ing plant. For one year previous to admission, 
age 53, he felt his wife and sister-in-law did not 
want him. Except for these ideas of reference 
and delusions of persecution nothing could be 
made out. Gradually, however, he began re- 
lating all the wrong he had suffered to the Free 
Masons. He was just about to be received into 
the Free Masons when one of the leaders felt 
hurt by one of the patient’s casual remarks. 
Now is convinced that the Free Masons are be- 
hind everything that is wrong with the world; 
that they keep the patient locked up in the hos- 
pital; that they are behind the Board of Gov- 
ernors of the hospital, and behind the people 
who instigated the war. Outside of these ideas 
his thinking capacity is little impaired. He has 
a fairly good emotional reaction and when he 
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speaks of all the suffering he had to go through 
on account of the Free Masons his eyes fill 
with tears. He is now occupied as some sort of 
semi-employee in the hospita! 


Case 21. R.K. N. Male, aged 45, married, one 
daughter. Danish immigrant. 1941: At the age 
of 43, he felt persecuted by the manager of a mill 
where he was employed. There may have been 
an element of truth in this. He said he had been 
promised a house by the factory owners and on 
this understanding had his family come over, but 
finally he had to take “an old house used for a 
chicken house.” Although he felt that he was 
more efficient than many others, his superiors 
in the factory prevented his promotion time and 
time again. Patient started to starve himself 
to prove that the superior in the factory was a 
murderer. September 1941: Admitted to the 
Verdun Protestant Hospital. No change as 
compared to the history given above. Patient 
is separated from his wife who went back to 
Denmark with her daughter. He speaks nicely 
about her; he says he “just didn’t get on with 
her” but it was not particularly her fault. He 
indicated that some of the physicians in the hos- 
pital worked in agreement with his persecutors 
in the factory. No evidence of hallucinations. 


Case 15. L. E. Male, age 41, married, 5 chil- 
dren. 1938: At the age of 36 felt that father- 
in-law and brother-in-law tried to poison him. 
Also believed firmly that his wife had intimate 
relations with other men. July 1941: Admitted 
to the Verdun Protestant Hospital. Numerous 
physical complaints. He had a pain radiating 
along down his back and down into his testi- 
cles. For this there were no objective findings. 
Apart from that the mental examination revealed 
essentially the same facts as indicated above. 
Further course in hospital: always neat, polite, 
superficially well composed, and a good worker. 
However, his hypochondriac ideas and his de- 
lusions of persecution have not changed since 
admission. He was also convinced that patients 
and attendants made remarks about him all the 
time but these were illusionary distortions, and 
the presence of true hallucinations was ex- 
cluded. This patient’s great-uncle and great- 
aunt suffered from mental disease. His father 
is an alcoholic. 


The records of these four patients 
differed from the previous ones in 
being obviously much more normal. 
The ability to distinguish clear form 
was better and the helplessness in the 
face of color and shading stimuli, so 
marked in the previous cases, occurred 


only once (Case 21, Card X). Color 
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and shading were perceived and re- 
sponded to, but the responses were 
qualified by a better integration with 
form outline. The contrast between 
good and poor responses frequent 
among schizophrenics was absent in 
these cases. M responses were as low 
as in the schizophrenic group, 2 cases 
(15, 23) showing no M, one (20) only 
the popular M in III and one (21) the 
M in III and the common “playing 
clowns” in II. It must therefore be 
deduced that paranoid delusions are 
compatible with few or no human move- 
ment responses in the Rorschach. The 
striking thing about all four records 
was that one would have found it im- 
possible to make the diagnosis of a psy- 
chosis on the basis of the Rorschach 
findings. 

“Reaction” and “Process.” Our con- 
cept of paranoid reactions has changed 
considerably since Kraepelin’s original 
description of various disease entities. 
This change is due to Meyer’s more 
dynamic approach as opposed to a static 
nosological classification. It is also due 
to the attempts of the psychoanalytical 
school to interpret paranoiac develop- 
ments psychologically (Freud, 4)" and to 
Kretschmer(9) who separated his cases 
of ‘“‘Sensitiver Beziehungswahn” from 
the vast group of dementia praecox. 
Investigators, particularly of the Ger- 
man School, attempted to distinguish 
“understandable” paranoid reactions 
from a more malignant disease “‘proc- 
ess.” By the first ones they meant re- 
actions with a considerable amount of 
psychological motivation. By the latter 


1. Prados(2) obtained in Rorschach studies of 
patients with overt homosexuality results essen- 
tially different from anything seen in the present 
series. This in itself does, of course, not refute 
the psychoanalytical theory that paranoid trends 
are due to repressed homosexual tendencies, 
but it is nevertheless noteworthy in this connec- 
tion. 


they referred to psychoses which have 
all the earmarks of an autonomous de- 
velopment, very much as if they had an 
unknown somatic basis as their chief 
determinant. From this point of view 
it was very interesting to compare the 
records of the following two patients: 


Case 3. L. D. Female, age 30, married, two 
children. This patient is a German Jewish 
refugee who met her husband, also a refugee, in 
England, for the first time eight years ago. She 
is a seclusive introvert type, given to day-dream- 
ing and very slow in her work. He is an active 
realistic type of business man. Three days after 
they first met she had the first sexual relation 
in her life. Pregnancy ensued immediately 
They married, although she did not love him 
She adjusted herself well to the situation for 
the first five years, and there was another child. 
They had very hard times and, therefore, when 
a third pregnancy took place an illegal abortion 
was performed. Since then she has been more 
labile, and frequently discussed quite openly 
with her husband a fact he had already known, 
namely, that she had married him without ac- 
tually wanting to. At the same time they lived 
in an environment consisting chiefly of French 
Canadians and she had no social contacts what- 
soever. In the summer of 1944, she felt that she 
was “hypnotized” by a physician in New York 
who conveyed to her a message that she go t 
Montreal where she was to meet a young doctor 
whom she had met before and with whom she 
had fallen in love. While all this happened, she 
noticed that the people in the neighborhood were 
talking about her, making antisemitic remarks 
with reference to her, making signs and looking 
at one another in a peculiar way when they saw 
her. She was certain that she heard remarks 
about her through the walls. All this prompted 
her to leave Quebec City on the spur of the 
moment and travel to .Montreal. There she 
was admitted to the Verdun Protestant Hospital, 
and within a few days, after a few extensive in- 
terviews, all symptoms cleared up completely 
She admitted spontaneously that all these ex- 
periences must have been imagination and went 
on a “second honeymoon” with her husband 
However, after only three weeks she had similar 
experiences with reference to the neighbors and 
people in general whom she happened to meet 
They all talked about her and knew about her 
sickness. In connection with this she again felt 
that there was no solution to her marital probiem 
but leaving her husband and her children alto- 
gether. In this state she was admitted to the 
Allan Memorial Institute. 
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Contrary to this patient’s case which 
lends itself so readily to understandable 
psychological interpretation, the follow- 
ing case is much more that of a true 
“process” in the original sense: 


Case 2. M. H. Female, age 50, unmarried. 
Has been attending the Outdoor Department of 
the Royal Victoria Hospital for six months. 
About five years ago she first noticed that there 
was a “gang playing on her,” she was being 
used as a radio station. Her thoughts and ac- 
tions are influenced and often purposely directed, 
and she hears numerous voices. She was ori- 
ginally a seamstress and quite successful, but 
during the last few years, she stopped working 
altogether. In fact under the influence of the 
“gang” she had to leave Toronto and move to 
Montreal. She is neat in her appearance, 
friendly and cooperative, and she is at a com- 
plete loss to understand why the “gang” works 
on her. There is no insight at all. She has seen 
the police authorities at least four times, but 
otherwise she has never created any social dis- 
turbance. Nevertheless she will soon have to 
be institutionalized. 


It is more than a coincidence, in view 
of the lack of “complex” responses 
among most of the thirty-five cases 
studied, that Case 3, which lends itself 
so readily to understandable psycho- 
logical interpretation, should have been 
the one to give such a clear picture, in 
the Rorschach, of the very origin of her 
troubles. There is no doubt that the 
abortion reactivated the original psychic 
trauma of her unexpected and unwel- 
come first pregnancy. The womb ap- 
peared in every card, larger or smaller, 
with or without its concomitant parts, 
bleeding or not bleeding. This projec- 
tion, with total disregard for the form 
of the blots, showed the extent of the 
patient’s preoccupation. The facility 
with which the “complex” appears in 
the contents, is typical in neuroses. In 
this case, the phenomenon is extremely 
exaggerated. 

Contrasted with this, Case 2 gave no 
evidence at all in her Rorschach record 
of the gang which torments her. One 









sees rather a reflection of a fairly 
normal personality, above average in 
intelligence. This is a woman who, 
comparatively late in life, became the 
victim of a psychotic process, and in 
spite of being severely and almost con- 
tinuously hallucinated, manages to 
maintain a good deal of her critical 
faculties and her rational conduct when- 
ever the hostile gangs are not involved. 
She is able to carry on outside the hos- 
pital and has not created any social dis- 
turbance except for her visits to the 
police. The color answers of her record 
will be discussed below. 

Rorschach Notes. Has any consist- 
ent Rorschach pattern emerged from 
this investigation? The erfassungstyp 
was variable, but on the whole average. 
It tended neither to a preponderance of 
wholes nor to small details. In a pre- 
vious communication (Stern and Mac- 
naughton, 15) jt was shown that a para- 
noid patient, albeit with very peculiar 
illusionary symptoms, had in the Ror- 
schach test the tendency to give “minus” 
original responses with reference to 
inside details (di) and to small and rare 
details (dd and dr). It was felt at the 
time that seeing something inside things 
located where nobody else sees it, and 
seeing small details as highly significant 
things is an expression of the paranoid 
attitude par excellence. From the pres- 
ent study it is obvious that this constel- 
lation appears only under very special 
circumstances, and although it undoubt- 
edly presented a specific equivalent of 
the patient’s paranoid attitude, it does 
not necessarily do so in every case. 

The erlebnistyp is fairly dilated and 
tends to be extratensive. Movement re- 
sponses are somewhat below average in 
number, but there is no evidence of any 
specific disturbance of the movement 
responses. The percent of pure form 
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answers is about average. The form 
accuracy is frequently variable within 
the same record. 

A fairly consistent peculiarity of 
most of the thirty-five records is the 
low threshold for the stimulation of 
color and shading. The shading was 
perceived as texture (c), rarely as depth 
(K). Only five cases out of the thirty- 
five fail to show this color and texture 
responsiveness. Usually combined with 
this is a greater or lesser inability to 
integrate the perception of color and 
texture with form outline (Fe and FC). 
Case 8 is an extreme example of both 
these tendencies. Her answers “black 
colors, satin, silk, shoe polish, the grey 
colors could be goods, like print, silk,”’ 
etc., showed both the lowered threshold 
for color and texture, and the inability 
to integrate it with form. Her “differ- 
ent animals, when they get burned they 
could be this color’ was on a higher 
level of integration, but still showed the 
marked color responsiveness. Her fre- 
quent color naming could be regarded 
as simple responsiveness of such a 
primitive nature that it does not even 
form an association. Color naming oc- 
curred in four cases in the series. Re- 
marks similar to color naming occurred 
frequently. The passive acceptance 
with which most of the cases treated 
color and texture was further illustrated 
by their choice of association. Out of 
58 responses in which texture was used, 
in 56 the texture was soft (e.g., animal 
skins) and in only one it was hard 
(Case 20, Card VI, shown above). Out 
of 69 times in which color was used, it 
represented something violent only four 
times. The remaining 65 responses are 
either neutral or presumably pleasant 
associations, such as nature responses. 
It is further entirely consistent with 
these findings that any evidence of color 


shock or shading shock is rare in these 
records. 

Psychopathological Remarks. This 
leads to certain theoretical considera- 
tions. Little is known about the nature of 
delusions. The psychoanalytical schoo! 
has contributed much to the explanation 
of the content of delusions, that is to 
say the question as to why a certain 
patient should harbor a certain delusion. 
However, why this content should pre- 
sent itself as a delusion and not in other 
forms such as dream material or under 
the cover of neurotic symptomatology, 
is a phenomenological question. It con- 
cerns even the neurophysiological mech- 
anism of abnormal experiences. 

Jaspers(6) in a fundamental descrip- 
tion of the psychopathology of delu- 
sions states that most delusions, as the 
psychiatric interviewer observes them, 
present some secondary material and 
can, by careful analysis, be traced back 
to original experiences. He distin- 
guishes three types of original expe- 
riences. Firstly, there are ‘delusional 
perceptions” (““‘Wahnwahrnehmungen,’ 
not to be confused with hallucinations 
or illusions). These are a morbid 
variety of a normal function which 
Jaspers calls “significance conscious- 
ness” (“Bedeutungsbewusstsein” ). 


“The perception of the things is with us never 
a dead, mechanical reproduction of the environ- 
ment; each perception is accompanied by the 
consciousness of some significance of the per 
ceived object. A house is there to be inhabited— 
people walking on the street are going after their 
business, etc. This significance consciousness 
is peculiarly changed during certain diseases.” 


He then gives examples of this type 
“Everything in the street was so different, 
something must be the matter. A passer-by had 
such a piercing gaze . . . everybody rattled wit! 
their umbrellas as if there were machines inside.” 
Contrary to true illusions the basic 
material of sensory perception, such 
qualities as color, size, spatial relation 
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and perspective are apparently not 
changed. However, there is an un- 
canny change in the very mode of ex- 
perience which the patient is quite 
unable to describe. “I was immediately 
struck by the way in which...” is a 
frequent phrase of such patients, and 
yet they are unable to state why they 
were struck and what was the actual 
significance of it all. According to 
Jaspers and previous investigators there 
are strong reasons to assume that 
definite delusions crystallize out of the 
vague and diffuse experience. 

Secondly, there are sudden delusional 
inspirations without anything preceding 
them. The patient hears some news 
about a fire, and immediately “knows” 
significant causal connections with all 
the details and with absolute certainty. 
Thirdly, there is “delusional awareness”’ 
(“Wahnbewusstheit”) in which the 
patient has “knowledge” of tremendous 
changes going on in the world in gen- 
eral without any original experience at 
all referring to the world of sensory 
perceptions. 

If Jaspers’ observations on “‘signifi- 
cance consciousness” are correct then 
there is at the basis of paranoid trends 
in schizophrenic patients a very funda- 
mental disturbance, on the same level 
as, for instance, the incoherence of 
thought, disturbances directly asso- 
ciated with the unknown somatic basis 
of this disease. This may explain why 
schizophrenic patients with paranoid 
features show in their Rorschach find- 
ings unspecific signs of profound dis- 
integration, not distinguishable from 
those of other forms of this condition. 
On the other hand, there are cases in 
which the primary delusional experience 
is long time past, and what remains is 
a solid petrified deposit, very much like 
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the real convictions of normal per- 
sons (Berze, 2), 

It was mentioned above that the 
questions discussed in this paper have 
gone beyond a purely nosological and 
terminological stage since the approach 
attempted by Kretschmer(9) and the 
American School. From an hereditary 
point of view paranoid forms of schizo- 
phrenia and “true paranoia” seem to be 
different expressions of the same dis- 
ease process (Kolle,8). Nevertheless 
careful analyses showed that there is an 
essential psychological difference be- 
tween schizophrenia with paranoid 
features, and true paranoia (Claude and 
Montassut , 3; Laran, 10; Peixoto,11). Ac- 
cording to thes: «1 ‘h Kraepelin’s 
original eo-cept of paranoia as a noso- 
logical entity is justified. ‘he results 
of the present analysis support this con- 
tention. There are recent tendencies 
to separate the “paranoid form” of 
schizophrenia from the schizophrenic 
reactions altogether because of its 
greater affinity to true paranoia (Hender- 
son and Gillespie, 5). This is justified only 
if we confine ourselves to a certain 
“late” reaction type as exemplified in 
some of our cases, a reaction type which 
is really quite frequent contrary to 
Kraepelin’s original clinical curiosities. 
On the other hand, there still remains a 
malignant type of psychosis which cor- 
responds to the concept of schizo- 
phrenia with a predominantly paranoid 
coloring (see case examples). 

Thus, the present investigation dem- 
onstrates how the interplay between the 
nature of the premorbid personality, its 
emotional reaction, its age and maturity 
at the time of the first abnormal expe- 
riences on one hand and the disintegrat- 
ing forces of the psychosis on the other 
hand, can produce two essentially dif- 











280 KARL STERN AND HELGA TAIT MALLOY 


ferent pictures as reflected in the Ror- 
schach findings. 


SUMMARY 


The case histories and Rorschach 
findings of 35 patients with paranoid 
trends were studied. Most cases (30) 
show a low threshold for color and 
shading qualities. The latter are usually 
perceived as texture. The patients tend 
to have difficulty in integrating color 
and texture with form outline. 

This feature is easily “lost” within 
the total possible constellation of fac- 
tors. Hence, cases of schizophrenia 
with paranoid features show no reliable 
specific element to distinguish them 
from schizophrenia as a whole. If, 
however, one separates from this group 
cases resembling “true paranoia” an 
essential difference can be seen. The 
latter show random abnormalities in 
their records, especially the tendency 
described above, but no definitely psy- 
chotic features. Therefore, a “normal” 
Rorschach record does not exclude the 
presence of true paranoia. The patient's 
particular preoccupation is, as a whole, 
not revealed in the content of the re- 
sponses ; an exception to this was a case 
with very marked reactive features. 
The psychopathology and nosology of 
paranoid reactions is discussed on the 
basis of the present findings. 
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THE USE OF THE MULTIPLE CHOICE RORSCHACH AS A 
DIFFERENTIAL DIAGNOSTIC TOOL 


PHYLLIS WITTMAN, PH.D. 
Supervising Psychologist, Mental Hygiene Service and Chief Psychologist, Elgin State Hospital 


INTRODUCTION 


The present study is an analysis of 
data for a given psychological technique 
as an aid in differentiating and diag- 
nosing types of mental maladjustments. 
Harrower-Erickson’s original form of 
the Multiple Choice Rorschach test con- 
sists of ten choices offered for each of 
the ten Rorschach cards. The subject’s 
task is to pick the one which seems to 
him most descriptive of the blot or any 
part of it. Each of these choices is, 
for scoring purposes, designated by a 
number. Numbers 1 to 5 describe re- 
sponses given by normal individuals; 
numbers 6 to 10 describe those given 
with greater frequency by individuals 
with various types of mental disturb- 
ances and maladjustments. 

A revision of this multiple choice 
Rorschach has just been completed with 
30, rather than the original 10 choices, 


TABLE 1. 


and employee personnel. A number of 
extra-mural subjects have also been 
used. For all these subjects the scale 
was given as an individual rather than 
a group technique. This was necessary 
with the psychotic subjects in order to 
better evaluate and control the coopera- 
tion of these patients in the test situa- 
tion. 


CLINICAL STUDIES 


The data for 3150 psychotic patients, 
883 attendants, 172 professional adults 
and 100 teen aged Girl Scouts have been 
analyzed for this study. The mean 
quantitative scores for the different 
groups are shown in Table 1. The 
quantitative score is the number of 
pathological responses (that is re- 
sponses with a weight of 6 or over) 
selected as a first choice for each Ror- 
schach card. 


Mean Scores on H. E. Rorschach for Different Types of Subjects 








Type of Subject 


No. No.of Pathological 
of Responses 
Mean Scores 





Extramural controls 

Paranoid behavior reactions 
Patients without psychosis 
Organic behavior reactions 
Affective behavior reactions 
Constitutional behavior reactions 
Schizophrenic behavior reactions 


MPVS ONS 





for each card and we plan to use this 


new revision from now on. The orig- 
inal multiple choice test has been used 
at Elgin since June 1943 as a part of 
the initial psychometric examination 
given routinely to all incoming patient 


Harrower-Erickson(1) suggests that 
4 or more pathological responses may be 
considered as the point of departure for 
questioning the subject’s psychological 
condition. Using this as a norm we 
find three of our groups have scores 
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suggestive of pathological significance. 
These are the schizophrenic behavior re- 
actions (exclusive of the paranoid type) 
the constitutional behavior reactions 
(1.e. psychopaths and mental defec- 
tives) and the affective behavior reac- 
tions. 

If we place these average or mean 
scores in rank order from poorest to 
best we get the arrangement shown in 
Table 1. The schizophrenic patients 
have the poorest showing (1.e. the 
largest average of pathological re- 
ponses) and hence rank at the bottom 
of the list, then come the constitutional 
and affective behavior reactions fol- 
lowed by the organic and § psychosis 
groups, the paranoid and the extra- 
mural subjects in that order. Certainly 
the most significant finding is the posi- 


tion of one of the psychotic groups 
(paranoid) ranking in one of the top 
positions and superior to the group of 
patients diagnosed without psychosis 
Another important finding is the defi- 
nitely poor level of the schizophrenic 
group. We have found these extremely 
different types of response for the schiz- 
ophrenic and paranoid groups to be 
of definite value as diagnostic aids. 

Breaking down the psychoses into the 
commonly accepted sub-types may 
clarify this picture somewhat. Table 
2 shows the percentage of cases for 
each sub-group that have four or 
more pathological responses suggesting 
definite personality disturbance. 

The hebephrenic praecox do by far 
the poorest of any of the groups, with 
91.5% of pathological significance. 


Tas.e 2. Percentage of Subjects in Each Sub-group with Pathologically Significant 
Scores 








No. of Per cent Pathologically 





Cases Significant 

Schizophrenic behavior reactions : 

PN 555 Soa FS OA RR Bo ae 111 91.5 

CN aids widic Xcnnig Bo Rd w a ooh ee eas «kis 63 84.0 

I os wns tncnlance wa peateaee eik stwhae 136 71.5 

RI oon 'os ois Coates ces anes seweees 331 65.3 
Paranoid behavior reactions: 

Paranoid (dementia praecox) ............... 197 34.1 

I re cn cs Sultana Waka eke BOR Sint 110 31.3 
Affective behavior reactions: 

BED et nc iG ss poh Pade acne adi eee enkente 112 46.9 

TD su ics ken be eehmeeknecakhneie 98 56.3 

IN on ie ee as ig ee igs ah Ce 54 73.7 
Organic behavior reactions: 

Syphilitic meningo encephalitic .............. 193 55.6 

Senile and cerebral arteriosclerotics ......... 143 29.2 

Organic brain diseases ..........cscccccceces 78 46.7 

NIE Sino cca wugeahasaseredbaaescecteunee 36 71.9 
Primary constitutional behavior reactions: 

oa as deci cchaanucesaasesaean 24 81.9 

Psychopathic personalities .................. 62 54.0 
Patients classified without psychosis: 

IE oo 66 ic 5) bwkh bbs Ohba Rehman 217 58.9 

Adult maladjustments ............cccccecees 57 61.3 

CE IO oo iki A ee a hes 72 26.6 
Extramural controls: 

ME IE sas w Weis Sen eda KeS a RhCN 884 27.1 

High school Girl Scouts .........cccccescess 100 25.0 


Professional adults ...........ccc00s. 


onsivwe 172 16.6 
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The simple praecox also do poorly as 
a group. The catatonic and undeter- 
mined types have relatively poor scores 
although not so poor as the feeble- 
minded cases that are classified in the 
group of constitutional behavior reac- 
tions. Less definite results are shown 
for the catatonic and undetermined 
types of schizophrenia than for the 
other sub-types with 28% and 34% of 
these groups having scores that are not 
considered of pathological significance. 
These rather inconclusive findings for 
the catatonic and undetermined types 
are possibly merely a reflection of the 
lack of homogeneity among the cases 
so classified resulting from the indefi- 
niteness and looseness of these diag- 
nostic concepts. The so-called paranoid 
schizophrenics stand out from the other 
schizophrenic sub-types in dramatic 
fashion. Only 34% have scores of 
pathological significance. 

These results for the schizophrenic 
sub-types are in definite agreement with 
the differentiating characteristics found 
in other studies and with other types of 
psychological techniques. To quote 
from a previous paper on the results of 
the Elgin Prognosis Scale,(3) 

“The most striking point about the distribu- 
tion of prognosis scores for the sub-types of 
schizophrenia is the accuracy with which any- 
one familiar with the diagnostic characteristics 
of these types could identify the individual 
distributions. Only two of these types, the 
hebephrenic and simple, agree with Kraepelin’s 
concept of a progressive deteriorating course 
(i.e. poor prognosis) for dementia praecox 
cases .. . The bi-modal distributions of prog- 
nosis scores shown for the catatonic and un- 
determined groups indicate the heterogeneity 
among the cases so classified . .. The paranoid 
group stands apart. The group as a whole 
does not have the extremely poor prognosis 
characteristic of the hebephrenic and simple 
types nor does it have a bi-modal distribution 
like the catatonic and undetermined types. 

“There is a growing conviction among 


workers in the field of psychiatric classifica- 
tion, that many of the cases called paranoid 


dementia praecox differ so markedly from the 
characteristics considered typical that they do 
not fit into the dementia praecox classification. 
For one thing, the schizophrenic sub-types are 
so diagnosed on the basis of personality and 
behavior reactions primarily, while the para- 
noid type is differentiated on the basis of 
ideation. Then too, it has been long recog- 
nized that the paranoid cases do not fit in well 
with the idea of progressive functional de- 
terioration but instead frequently reach a 
certain level that allows for good institutional 
adjustment, although prognosis for recovery 
is poor. 


This same differentiation of the 
hebephrenic and simple types of schizo- 
phrenia from the catatonic and unde- 
termined types based on the degree of 
homogeneity shows up on the H. E. 
Rorschach results just as it does with 
the results on other kinds of psycho- 
logical tests. The paranoid also stand 
apart from the other dementia praecox 
types in the analysis of results. 

Because of this pronounced dissimi- 
larity between the paranoid and other 
sub-types of dementia praecox, it has 
seemed logical to associate this group, 
together with the group of paranoid 
states, under the general heading of 
paranoid psychoses. This has been done 
in Figure 2. There is much closer 
agreement of the multiple choice Ror- 
schach results for the two paranoid sub- 
groups than for the paranoid schizo- 
phrenics and the other schizophrenic 
groups. 

The manic and depressed types of 
manic-depressive psychosis show rel- 
atively equal distribution of cases 
between pathological and non-patho- 
logical number of responses, although 
the manic phase has a somewhat lower 
percentage of cases with pathological 
scores. The manic-depressive mixed 
type has a definite majority of cases 
with pathologically significant scores. 
The obvious explanation for this dif- 
ference between the two definite phases 
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of affective psychosis as compared with 
the mixed type is the degree of schizo- 
phrenic features mixed with the affec- 
tive features in this latter group. 

With the exception of the cerebral 
arteriosclerotic and senile patients in the 
organic groups, the multiple choice 
Rorschach is not found to be of diag- 
nostic import. These findings are what 
one would probably expect since a diag- 
nosis of organic psychosis is made 
primarily on the basis of organic 
pathology and without regard to any of 
the functional factors of personality or 
adjustment that are evaluated in the 
Rorschach scale. 

Analysis of data for the several 
thousand cases in this study has high- 
lighted another factor, that of chrono- 
logical age, that appears to affect the 
H. E. Rorschach. This is indicated by 
the relatively small percent of patho- 
logically significant results for the 
groups of elderly patients, those diag- 
nosed either cerebral arteriosclerosis or 
senile dementia. A check of the older 
non-institutionalized subjects seems to 
lend corroborative evidence. The Ror- 
schach can be roughly thought of as 
indicative of the imaginative powers of 
the subject. Our findings then appear 
to fit in with those of several workers in 
the field of gerontology who have 
found that imagination is the only type 
of mental function that shows little or 
no deterioration with advancing age. 

The psychopathic and feebleminded 
have been grouped together as constitu- 
tional behavior reactions following 
Strecker and Ebaugh’s(2) suggested 
classification. The psychopaths ap- 
parently show wide differences as a 
group, with the majority, although not 
a large majority doing poorly. The 
large number of mental defectives who 
do poorly on the multiple choice Ror- 


schach is no doubt directly related to loy 
intellectual endowment. It is known 
that intelligence is a factor that influ- 
ences Rorschach results. 

Among the groups of institutional 
patients that are classified without psy- 
chosis a striking difference is found 
between the neurotic and adult malad- 
justments together as compared with 
the chronic alcoholics. According to 
other studies made with the H. EF. 
Rorschach, we should expect an even 
higher proportion of the neurotic and 
adult maladjustments doing poorly than 
the 58 and 61 per cents that did do 
poorly. The chronic alcoholics § psy- 
chosis as a group do extremely well, 
scoring above the attendant employee 
group. 

The three “normally adjusting” 
groups show a definite majority doing 
well on the Multiple Choice Rorschach 
with the professional adults highest, the 
teen aged Girl Scouts next. The attend- 
ants, lowest in this extramural group, 
do not average as well as the alcoholic, 
arteriosclerotic and paranoid patient 
groups. Differences in intelligence level, 
favoring these patient groups is prob- 
ably one factor influencing these results 
Another factor may be the type of 
worker who, during these times with 
many good salaried jobs to choose 
from, takes a position as attendant 
This suggests a possible vocational mal- 
adjustment and the poor efficiency levels 
of many of our recent attendants would 
tend to bear this out. 

There is another very important fact 
that must not be overlooked in studying 
Table 2. Although the Multiple Choice 
Rorschach does show specific trends 
among certain groups, there is definite 
overlapping in each group even for the 
two extremes (hebephrenics and _pro- 
fessional adults). This indicates that 
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while the test is certainly useful as a 
differential diagnostic tool, for in- 
dividual diagnosis reliance should be put 
upon it only as corroborative or non- 
corroborative evidence. That is, the 
scale cannot be relied upon to make a 
diagnosis by itself. 


DISCUSSION 


There are differences shown on the 
H. E. Rorschach between psychotic and 
non-psychotic subjects, but even more 
between certain psychotic types. This 
suggests that the scale does measure 
some psychological factor or component. 
However, since there are greater differ- 
ences between psychotic types than the 
difference between psychotic and “‘nor- 
mal’? non-institutionalized controls, the 
primary factor differentiated by the 
scale is not the presence or absence of 
psychopathology. Analysis of the data 


does give evidence, however, that the 


scale may be a valid instrument for 
measuring type rather than degree of 
adjustment. Those patients with a 
passive or regressive type of adjust- 
ment extreme enough to be considered 
pathological, do very poorly. On the 
other hand those subjects making psy- 
chologically a compensatory type of ad- 
justment,are not differentiated from the 
“normal” or non-psychotic subject on 
the basis of the scale results. Observa- 
tion of the present levels of adjustment 
of both intra and extramural groups 
and study of social service histories of 
the intramural groups has suggested 
that this type of inner-adjustment 
evaluated by the H. E. Rorschach scale 
is something that might be labeled 
personality integration. 

The term personality integration as 
we use it implies an intra-personal 
harmony of those components making 
up the personality as its affects the inner 
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adjustments of the individual. That is, 
the degree to which the individual ac- 
cepts and relates together his motiva- 
tions, interests, attitudes and all the 
other components making up the con- 
cept of personality. With this under- 
standing of the term we would say that 
the typical paranoid patient has a good 
personality integration since his lack 
of adjustment is not within himself 
but between his well integrated self and 
other individuals. The schizophrenic, 
on the other hand, is poorly integrated 
since his conflict is not between him- 
self and others but rather between the 
various components of his own per- 
sonality. These explanations fit into the 
concept of schizophrenic behavior re- 
action as a regressive mechanism and 
the paranoid as a compensatory type 
of reaction. 

We empirically interpret the H. E. 
Rorschach findings to indicate degree of 
personality integration for the follow- 
ing reasons: 

1. Degree of personality integration 
is the most significant trait that dif- 
ferentiates those schizophrenic groups 
that do very poorly on the H. E. Ror- 
schach from the other groups. 

2. Dissociation and lack of contact 
with reality are also factors affecting 
personality integration and these factors 
also differentiate the groups at either 
extreme of test results. 

3. A negative argument to thinking 
of the H. E. Rorschach scale results as 
a measure of emotional adjustment or 
stability is obtained from the data for 
the cases diagnosed psychoneurotic or 
adult maladjustment. Certainly these 
are very poorly adjusted emotionally as 
a group, so poorly in fact, that they 
have become inmates of a state hospital. 
However, the scale findings do not 
classify the majority of cases as poor. 





So 
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Although emotional stability for psy- 
choneurotic and maladjustment cases 
would be expected to be poor, their test 
results are variable. 

4. If we postulate differences in type 
as well as differences in degree of per- 
sonality integration this will explain 
the extreme differences in test results 
found among psychoneurotic and the 
psychopathic groups. 

It is possible that certain psycho- 
neurotic and psychopathic behavior re- 
actions may be best understood as active 
compensatory reactions while others are 
of a passive, regressive nature. A pre- 
liminary study of the psychoneurotic 
and psychopathic cases at either extreme 
as far as their H. E. Rorschach results 
are concerned, appears to support this 
hypothesis. That is, those individuals 
with good scores present a type of be- 
havior reaction that is compensatory. 
while those with poor scores show a 
regressive type of behavior. It would 
seem that the neurotic or psychopathic 
patient whose behavior reaction is 
mediated by a type of compensation is 
unable to adjust with his external en- 
vironment, he projects conflicts out onto 
other people or onto the mores of the 
group, but he does not experience inner 
conflict. In other words, he does not 
lack personality integration although it 
is not a “normal” type of integration 
but a compensating type. He has in- 
tegrated his drives and their underlying 
motivations to his own satisfaction but 
not in a manner conducive to adjust- 
ment or conformity with the group. 

The psychoneurotics and psychopaths 
who have definitely poor H. E. Ror- 
schach scores seem in general to lack 
personality integration. They are not 
able to coordinate their drives and 
methods of expressing these drives and 
the resultant conflict within themselves 


may produce a type of maladaptive be- 
havior of either a neurotic or psycho- 
pathic type. Instead of rationalizing 
their own conflicts ana projecting them 
outward uppn others in a compensatory 
way they develop a passive and regres- 
sive type of behavior reactions. 

Thus, it may be possible to differen- 
tiate the psychoneurotic or psychotic in- 
dividual whose difficulties in adjusting 
are due to inner conflicts and a lack 
of personality integration resulting in 
asocial, passive and avoiding reactions 
from those whose behavior reactions 
are associated with a compensatory, de- 
fensive mechanism, that expresses itself 
outwardly in an active, anti-social way. 

5. If the Multiple Choice Rorschach 
can be considered a projective technique 
then we might expect that the individual 
with a regressive type of behavior reac- 
tion, who is poorly integrated and out 
of touch with reality, would be unable 
to see the well organized, good form, 
responses to the Rorschach cards. On 
the other hand, the compensatingly 
well integrated person as well as the 
normally well integrated person, both 
being in contact with reality, and with- 
out dissociation pick out a proportion 
of movement and good form responses 
and popular responses that yield a satis- 
factory score on the H. E. Rorschach. 


SUMMARY 


This analysis of data on 4,305 psy- 
chotic and non-psychotic subjects with 
the Harrower-Erickson Multiple Choice 
Rorschach suggests that this scale can 
be a valuable aid in differentiating cer- 
tain types of psychotic behavior reac- 
tions from the non-psychotic and in a 
more limited sense in the diagnosis of 
psychosis types. The amount of over- 
lap between the groups, however, in- 
dicates a need for a more careful analy- 
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sis of data before the scale can be as 
valid for individual analysis as it is for 
group analysis. 
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Mental and Personality Disorders in Selective Service Registrants 


A recent report by Rountree et al.’ on the in- 
cidence of mental and personality disorders in 
Selective Service registrants up to January 1, 
1945, reveals that of 4,493,000 men rejected for 
all causes, 801,700 or 17.8% were rejected for 
neuropsychiatric reasons. Among white regis- 
trants no other defects approach mental and 
personality disorders in importance as a cause 
for rejection while among Negroes they were 
exceeded only by mental deficiency and syphilis. 
In addition, mental and personality disabilities 
account for more disability discharges from the 
military services than any other defects. Psycho- 
neurosis and psychopathic personality accounted 
for more than 8 out of every 10 rejections for 
mental and personality disorders. 


1. Rountree, Col. L. G., et al. Mental and per- 
sonality disorders in selective service registrants. 
J. Amer. med. Assoc., 1945, 128, 1084-1087. 


Of those gainfully employed, the psycho- 
neurosis rejection rate was highest for profes- 
sional and managerial workers and lowest for 
farm laborers, while the rate for other mental 
and personality disorders (consisting mainly of 
emotional instability and asocial or amoral 
trends) was lowest for the former and highest 
for the latter. Relatively more white registrants 
than Negroes have been rejected for mental and 
personality disorders with psychoneurosis being 
more prevalent among whites and psychopathic 
personality relatively more common among 
Negroes. With increasing age, relatively more 
registrants were rejected for psychoneurotic dis- 
orders. 

Studies made on obvious defects indicated that 
slightly less than one-half of those diagnosed as 
having grave mental or personality defects had 
been treated in hospitals for the mentally ill. 





MEASUREMENT OF ADULT INTELLIGENCE BY DRAWINGS* 


RALPH F. BERDIE{ 
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In 1926, Goodenough first published 
a description of her Drawing a Man 
Test which purported to measure the 
intelligence of children(2). The test 
was based upon the findings of earlier 
investigators that the drawings of 
young children have an_ intellectual 
rather than an aesthetic origin. These 
drawings are determined more by the 
stage of concept development of the 
child than by his visual imagery or 
manual skill. The need arising in the 
military services for brief, yet valid 
and reliable, tests of intelligence raised 
the question as to whether or not the 
drawing test could be applied in prob- 
lems concerning the measurement of 
adult intelligence. Goodenough collected 
nearly 4000 drawings from children in 
kindergarten and in the first four 
grades. The characteristics of good 
and bad drawings were analyzed and 
scoring points assigned to those charac- 
teristics which showed a regular and 
fairly rapid increase in the percentage 
of children succeeding with the point 
at successive ages and which showed a 
clear differentiation between the per- 
formances of children who were at the 
same age but in different school grades. 

Five revisions of the scale were made. 
The last one consisted of 51 points, 
each of which conformed fairly well to 
the above requirements. The test-retest 
reliability coefficient, determined after 


* The opinions or assertions contained herein 
are the private ones of the writer and are not 
to be construed as official or reflecting the views 
of the Navy Department or the Naval Service at 
large. 

+ The author wishes to express his apprecia- 
tion to Lieutenant (junior grade) Richard 
Wallen, U. S. N. R., who assisted in both test 
administration and scoring. 


an interval of one day, was .94 for 194 
first-grade children. The average re- 
liability computed by the “split scale” 
method, using the Spearman-Brown 
formula, is given by Goodenough as .77 
for ages from five to ten. 

The validity of the test was demon- 
strated by the significant correlation be- 
tween test score and grade placement 
and by the correlation of .74 between 
Stanford Binet I. Q.’s and I. Q.’s based 
on the Drawing a Man Test. The cor- 
relation between teachers’ judgments of 
intelligence and scores on the Drawing a 
Man Test was .44 for primary grade 
classes. Significant correlations have 
also been found with a number of pri- 
mary group tests. 

The results presented by Goodenough 
leave little doubt that here is a technique 
for measuring child intelligence which 
is relatively free from the use of lan- 
guage, which is reliable enough to use in 
individual cases and which has a proven 
validity. These results do not indicate, 
however, whether the test is appropriate 
for use with adults. 

A similar technique has been used by 
Anastasi and Foley with normal and 
abnormal adult subjects(1). They were 
not interested in estimating the intel- 
ligence of their subjects but rather in 
determining those differences found be- 
tween normal and psychotic patients 
The characteristics scored were for the 
most part different from those included 
in Goodenough’s scale. Goodenough 
found that the more intelligent children 
presented the figure in profile, and 
Anastasi and Foley found that more 
normal than abnormal subjects made 
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profile drawings. Because of the dif- 
ferent scoring methods in the two 
studies, further comparisons between 
them can not be made. The general 
conclusion of the latter study is, how- 
ever, that the drawings of normal and 
abnormal subjects do differ and that in 
adults, regardless of whether drawing a 
man is determined by intelligence or not, 
it is nevertheless to some extent de- 
termined by personality factors rela- 
tively free from intelligence. On the 
basis of these findings, a rather limited 
relationship between intelligence and 
drawing would not be surprising. 


PROBLEM 
This investigation was conducted 
with the purpose of determining 


whether or not the Drawing a Man 
technique of estimating intelligence 
could be applied to low ability male 
adults entering military service. 


SUBJECTS AND PROCEDURES 


The subjects of this study were U. S. 
Marine recruits suspected by members 
of the psychiatric unit as having poor 
intellectual abilities. Included were re- 
cruits who during a brief initial inter- 
view showed signs of mental deficiency, 
illiteracy, educational retardation and 
various neurotic symptoms. All of the 
subjects were tested within the first few 
weeks of their military training. Some 
were tested after brief trial periods in 
regular or special training units. All of 
the subjects were suspected of being 
unfit for military training before the 
tests were administered. 

The Drawing a Mun Test was ad- 
ministered by one of two psychologists 
at the completion of the administration 
of a Wechsler individual intelligence 
scale. A plain sheet of white, unlined 
paper, 8 x 11 inches, was given to the 


subject. The following directions were 
used : 

On this paper I want you to make a 
picture of a man. Take your time and 
work carefully, as I want to see how good 


a picture you can make, so draw the very 
best picture you can. 


If the subject drew only the bust, the 
examiner said, ““Make the whole man.” 
The men drawn were then scored in- 
dependently by each of the two exam- 
iners, according to the directions and 
examples contained in Goodenough’s 
manual. The correlation between the 
scores obtained on 60 of the same papers 
by the two examiners was .92. No sig- 
nificant difference existed between the 
two distributions of scores obtained by 
the two examiners. 

The final score for the Drawing a 
Man Test was obtained in consultation 
by the two examiners and in most cases 
this score lay between the two scores 
which had been arrived at independ- 
ently. This final score was the one em- 
ployed in further analysis. 

Each of the subjects was given a 
Wechsler individual intelligence scale. 
Six subtests of the Wechsler Mental 
Ability Scale, form B, were given to 
each of 56 subjects(3). Three of these 
subtests were verbal tests and three were 
non-verbal. They included: informa- 
tion, arithmetic, verbal similarities, pic- 
ture completion, series completion and 
block design. The remaining 14 of the 
original group of 70 subjects were each 
given six subtests of the Wechsler- 
Bellevue Scale. These subtests in- 
cluded: information, comprehension, 
arithmetic, verbal similarities, memory 
for digit span and picture completion. 
The Bellevue form scores for six of 
these 14 subjects for whom complete 
data were available were equated to the 
form B scores. The rough equivalence 
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of these scales was attested by the 
author of the scales. 

The I. Q. corresponding to the aver- 
age scale score on the Wechsler indi- 
vidual test for the 62 cases on whom 
data were available was 66, with a cor- 
responding mental age of 9% years. 
The range of I. Q.’s varied from 41 to 
83. The group was made up exclusively 
of men with defective, borderline, and 
dull normal intelligence, with about one- 
half of the people being mentally de- 
fective as defined by the Wechsler scale. 

For each subject, the highest school 
grade completed was available. The 
average grade completed was 4.82, with 
a standard deviation of 2.52. The 
average grade completed for a group of 
135 recruits selected at random a year 
earlier was 10.4 years. In terms of 
education, as well as in terms of intel- 
ligence, the group studied was definitely 
below average. The average age of the 
group was 20.4 years, with a range of 
from 15 to 37 years. 


RESULTS 


The range of raw scores for the 70 
cases on the Drawing a Man Test ex- 
tended from 9 to 43, with a mean of 


24.21 and a standard deviation of 8.68. 
In terms of mental ages derived from 
Goodenough’s manual, the range ex- 
tends from 5.25 years to 13 plus years, 
with a mean of 9 years. The range of 
mental ages derived from the Wechsler 
Mental Ability Scale was from less than 
seven years, which is as low as Wech- 
sler’s mental age tables go, to 11% 
years, with a mean mental age of 91 
years. For this group, the Drawing a 
Man Test provides a wider range of 
scores than the Wechsler scale, although 
the mean scores are very much the same. 
As the lowest obtainable mental age on 
the Wechsler scale is 7 years, and as 
13 per cent of the 70 subjects obtain 
mental ages lower than this on the 
Drawing a Man Test, the extended 
range at the lower end of the distribu- 
tion of the latter test promises greater 
differentiation for lower level indi- 
viduals. 

The validity of the Drawing a Man 
Test in measuring adult intelligence is 
dependent upon the relationship existing 
between scores on this test and other 
criteria of intelligence. In Table 1 are 
presented the correlations between 
scores on the Drawing a Man Test and 


Tas_e 1. Correlations Between Drawing a Man Test, Full Scale and Shortened Scale, 
and Total and Part Scores on Wechsler Mental Ability Scale, 
Form B, and Educational Level 
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No. of with full with shortened 
cases scale scale 
Total weighted score on 6 Wechsler tests... 62 .62* 52* 
Subtests of Wechsler test: 
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a 


‘1 —_— FF — eo 


MEASUREMENT OF ADULT INTELLIGENCE 


total sum of weighted scores on the 
Wechsler examination and weighted 
scores on the six subtests of the Wech- 
sler scale. The number of cases is not 
constant as, in computing each correla- 
tion, all cases were utilized for whom 
the required data were available. 

The correlation of .62 between the 
Drawing a Man scores and the total 
weighted Wechsler scores indicates a 
substantial relationship between the two 
tests. This correlation compares favor- 
ably with those presented by Good- 
enough between Drawing a Man score 
and Stanford Binet mental age. With 
children from 4 to 10 years of age, these 
correlations ranged from .56 to .86. 

For the Wechsler-Bellevue Scale, 
Wechsler presents the correlations be- 
tween each of five of the sub-tests used 
in this investigation and the total score 
on the Wechsler, minus the test which 
is being correlated. These correlations 
for an age group comparable to ours 
range from .61 to .73, with the median 
of the five correlations being .67. The 
correlations between each of the ten sub- 
tests included in the total Wechsler- 
sellevue Scale and total score, minus the 
test, range from .41 to .73, with the 
median being .64. These correlations 
were found on groups much more het- 
erogeneous in terms of ability than the 
group studied here. In light of this, the 
Drawing a Man Test measures that 
type of ability being measured by the 
Wechsler scales just as well as do the 
individual sub-tests of these scales. 

Inspection of the scatter diagram for 
the Drawing a Man Test and the 
Wechsler scale shows that of the 21 
men who made scores of 30 and above 
on the Drawing a Man Test, none had a 
mental age of less than 83% years, as 
shown by the Wechsler Scales. Very 
few, if any, low level morons will be 
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able to achieve this score on the Draw- 
ing a Man Test. Many people of rela- 
tively high ability, however, do fail 
to earn a score this high on the drawing 
test and one man who had a mental age 
of 10% years as shown by the Wechsler 
obtained a score on the drawing test 
which coresponded to a mental age of 
only 6% years. A tentative generaliza- 
tion is that although poor performance 
on the Drawing a Man Test does not 
necessarily mean low intelligence, supe- 
rior drawing performance can be shown 
only by people with relatively good in- 
telligence. 

The correlations between the Drawing 
a Man Test and each of the six sub-tests 
show a consistently greater relationship 
between the drawing test and the non- 
verbal tests than between the drawing 
test and the verbal tests. The inter- 
correlations reported by Wechsler be- 
tween the non-verbal tests of the 
Wechsler-Bellevue Scale range from .27 
to .57 with the median correlation of 
.44. The intercorrelations of the Draw- 
ing a Man Test and the three non-verbal 
tests used here are .39, .51 and .56. The 
Drawing a Man Test is related to the 
non-verbal tests to about the same ex- 
tent which these tests are related to 
each other. 

When the homogeneity of this group 
is considered, the correlation of .40 be- 
tween the Drawing a Man Test and the 
highest grade completed corresponds 
fairly well with previously reported cor- 
relations between intelligence and edu- 
cation. Using an adult population, 
Wechsler reports a correlation of .64 
between the Wechsler-Bellevue and edu- 
cation, as measured by the number of 
years of school attendance. Making the 
population more homogeneous by omit- 
ting mental defectives, the correlation 
dropped to .53. The even more homo- 
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geneous group of sub-normals studied 
here and the different index of educa- 
tion employed might explain the dis- 
crepancy between our correlation and 
Wechsler’s. Nevertheless, the conclu- 
sion seems warranted that education is 
not the determining factor in Drawing 
a Man performance. 

The scale described by Goodenough 
consists of 51 items. Inspection of the 
percentages passing items at each age 
level shows many items which differen- 
tiate only at very young ages. For in- 
stance, by the age of 5 years, 99 per cent 
of all children draw a head on their man 
and this is one of the points scored. In 
our group of 70 subjects, 100 per cent 
included a head and also included legs, 
another point scored. A trunk and eyes 
were drawn by 69 of the 70 cases. Ap- 
parently some of the items included in 
the scale designed to measure the intel- 
ligence of children contribute little to 
the measurement of adult intelligence. 

Comparison of the items as scored in- 
dependently by the two scorers showed 
that the items also differed in regards to 
how much agreement could be obtained 
in scoring. The scorers agreed per- 
fectly in scoring the presence or absence 
of 11 of the 51 items. One scorer, how- 
ever, gave 5 people credit for motor co- 
ordination of the trunk, while the other 
scorer gave 46 people credit for this 
item. Thus, agreement in scoring could 
be easily achieved with some items, and 
with a few, could be achieved only after 
much study and discussion. A test to 
be used in a military situation obviously 
is more useful if scoring is simplified 
and easily learned. 

In light of the small contribution of 
some of the 51 items included in the 
original scale, the development of a 
shortened scale containing the most dif- 
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ferentiating and reliably scored items 
offered promise. 

Three criteria were finally used in 
selecting the 20 items to be included in 
the shortened form. First, only those 
items were selected which were scored 
similarly by the two scorers in at least 
90 per cent of the cases. Next, the 
items were arranged according to how 
well they differentiated between the 
normal 7-year-old group and normal 10- 
year-old group described by Good- 
enough. With every item selected, at 
least 18 per cent more of the 10-year-old 
group passed the item than of the 7- 
year-old group. 

Finally, only the items which differ- 
entiated between the high and low 
ability recruits used in this investigation 
were included in the shortened form. 
The high ability group consisted of all 
recruits having both a total Drawing a 
Man Test score of above 30 and a 
Wechsler mental age of more than 834 
years. The low ability group consisted 
of all recruits having both scores lower 
than these scores. These scores chosen 
as dividing points were the approximate 
mean scores of the total group on the 
two tests. The high ability group in- 
cluded 17 cases and the low ability 
group 23 cases. The ¢ for the mean 
difference between Wechsler scores for 
the groups was 8.8 and for the mean 
difference between the Drawing a Man 
Test scores, 5.62. In the shortened 
form only those items were included 
where 25 per cent more of the high 
ability group passed the item than of the 
low ability group. 

The twenty items included in the 
shortened scale were: 

4c? shoulders indicated 


6a neck present 
6b neck continuous with body 


1. Number of item corresponds to key number 
assigned by Goodenough. 
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7d nose and mouth both shown in two dimen- 

sions 

8a hair shown 

8b hair shown on more than circumference of 

head 

9% at least two articles of clothing non- 

transparent 

% no transparencies; both sleeves and trou- 

sers shown 

9d at least 4 articles of clothing indicated 
10e hand distinct from fingers or arm 
lla arm joint shown 
1lb leg joint shown 
12b proportion of arms correct 
13. heel shown 
14f motor coordination in drawing features 
15a ears present 
16b pupil shown 
l6c eye proportioned correctly 
17b projection of chin shown 
18a drawing in profile 

The range of scores on the shortened 
form extended from 0 to 20. The mean 
score for the 70 cases was 7.60 and the 
standard deviation 5.15. The correla- 
tion for these cases. between the short- 
ened form and the full scale was +.95. 
The odd-even correlation for the 20 
items of the shortened scale was .87, 
corrected by the Spearman-Brown 
formula to a reliability coefficient of .93. 
This is no lower than the reliability of 
the complete scale used on children, as 
determined by Goodenough. The cor- 
relations between the shortened form 
and the other criteria of intelligence are 
presented in the last column of Table 1. 
The correlation with educational level is 
raised slightly but the increase is of 
little significance. 

The correlation between the short- 
ened form and the Wechsler is consist- 
ently lower than that between the full 
scale of the drawing test and the 
Wechsler test. This is true for the total 
test score and for each of the six sub- 
tests. Shortening the drawing test least 
affects its relationship with the series 
completion subtest and next with the 
block design test. The statistical sig- 
nificance of the differences between the 
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correlations between the Wechsler test 
and the complete and shortened forms 
of the drawing test can not be deter- 
mined, but some of the differences, par- 
ticularly that between the correlations 
involving total Wechsler scores, are 
larger than were expected. 

In order to test if the reduced corre- 
lation might be due to the introduction 
of a curvilinear relationship between the 
shortened form and the Wechsler, a test 
for linearity was made. The hypothesis 
of curvilinearity was not substantiated 
and the correlation ratio between the 
two tests was only .57, which is not 
much higher than the product moment 
coefficient of .52. 

Of the 22 men who had scores of 10 
and above on the shortened form, none 
had mental ages of less than 834 years 
as determined by the Wechsler scales. 
As with the longer scale, if a person gets 
a high score on the shortened scale, he 
is very unlikely to obtain a low score 
on the Wechsler, whereas if he obtains 
a low score on the shortened form, he 
will, in many cases, obtain a high score 
on the Wechsler. Thus, both the long 
and the shortened forms meet the de- 
mand of a screening test in military psy- 
chology and select those people who 
require further study and allow the 
others to pass through. 

As a check on the results reported 
above, scores on the shortened form of 
the Drawing a Man Test and the 
Wechsler Mental Ability Scale, form B, 
were collected on 39 recruits drawn 
from the same population as the pre- 
vious 70 recruits. The mean score on 
the shortened drawing test for this 
group was 9.01 with a standard devia- 
tion of 4.15 and a range of scores from 
0 to 16. The mean mental age of this 
group on the Wechsler scale was 9% 
years. This group of 39 recruits resem- 
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bled the original group of 70 recruits on 
the basis of their performance on the 
Wechsler scale but achieved slightly 
higher scores on the shortened drawing 
test. 

For this new group, the correlation 
between the shortened drawing test 
score and the total weighted score for 
the six subtests of the Wechsler scale 
was +.62. This correlation coefficient 
is not significantly different from the 
one of +.52 found between these two 
tests on the former group of 70 recruits. 
With this group again no one who made 
a high score on the drawing test made a 
low score on the Wechsler. Of the 12 
men with scores of 11 and above on the 
drawing test, none earned a mental age 
of less than 834 years on the Wechsler 
scale, while of the 27 men with drawing 
scores of less than 11, eight earned 
mental ages of less than 834 years on 
the Wechsler scale. Thus, on two inde- 
pendent samples, the relationship be- 
tween the shortened drawing test and 
the Wechsler scale remains relatively 
constant. 


TABLE 2. Tentative Mental Age Norms for the 
Shortened Form of the Drawing a Man Test 








Short form score Mental age 





20 13.5+ 
18 13.2 
16 12.4 
14 11.6 
2 : 10.8 
10 10.0 
8 9.2 
6 8.4 
3 7.6 
2 6.8 
1 6.4 





To aid in the interpretation of the 
shortened form, a mental age table was 
derived from the table presented in 
Goodenough’s volume. The regression 
equation found on the group of 70 re- 





cruits in this study was: full scale score 
= 1.60 (short form score) + 12.05, 
The results are presented in Table 2. 
The tentative character of these norms 
is obvious. In the absence of more 
satisfactory data, however, they will 
perhaps assist in the classification and 
description of lower level adults. 


SUMMARY 


An attempt has been made to adapt 
the Drawing a Man technique of meas- 
uring intelligence, previously used only 
with children, for use with adult males 
of low ability. From the 51 points in- 
cluded in Goodenough’s scale, 20 were 
selected on the basis of their ease and 
reliability of scoring and their interna! 
and external validity. The scores de- 
rived from these 20 points are reliable 
and correlate with the total score of 
an independent, individual intelligence 
scale as well as the subtests of that scale 
correlate with the total scale score. A 
person who obtains a high score on the 
drawing test will almost never obtain 
a low score on the more extensive in- 
dividual scale and, therefore, the test 
meets one of the primary requirements 
of a quick screening test. The ease of ad- 
ministration is demonstrated by the two 
to four minutes required to complete the 
test and by the 30 to 60 seconds required 
to score it with the aid of Goodenough’s 
manual. Results obtained on an inde- 
pendent group verify the results derived 
from the original sample. 

The test has been shown to be usefu! 
with adults of limited intelligence. 
Were it to be used with normal and 
superior adults, the determining factor 
in test performance would perhaps shift 
from intelligence to artistic ability. Dul! 
normal, borderline and defective adults, 
like children, however, apparently 
“draw what they know, rather than 
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what they see.” Systematic observation 
of these drawings offers an index to 
level of intellectual development. 
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Annual Educational Survey of Training Opportunities in Clinical 
Psychology 


For many years the Journal of the American 
Medical Association has published an annual 
educational number containing statistics con- 
cerning medical education in the United States 
and tabulating significant data concerning all 
the medical colleges in the country. The in- 
formation gathered from these annual educa- 
tional surveys has proved to be of tremendous 
value not only in organizing training opportuni- 
ties but also in standardizing medical education 
throughout the country. A central source of 
information is provided where the profession 
and students may study significant trends. 

Beginning in 1946, the Journal of Clinical 
Psychology will publish an annual survey of 





organized training facilities in clinical psychol- 
ogy in the major universities of the United 
States. Questionnaires will shortly be dis- 
tributed to all the graduate departments known 
to offer an organized training program request- 
ing information concerning departmental or- 
ganization, course offerings in clinical psychol- 
ogy, field training opportunities, requirements 
for higher degrees and other pertinent informa- 
tion. Departmental chairmen desiring to submit 
such information for publication in the annual 
survey to appear for the first time in April 1946 
are invited to communicate with the Editor 
immediately. 
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THE DYNAMICS OF “STRUCTURED” PERSONALITY TESTS 


PAUL E. MEEHL 


Assistant Professor, Department of Psychology; Clinical Instructor, Department of Neuro- 


psychiatry; Clinical Psychologist, Psychopathic Unit, University of Minnesota Hospitals 


In a recent article in this Journal,(9) 
Lt. Max L. Hutt of the Adjutant Gen- 
eral’s School has given an interesting 
discussion of the use of projective 
methods in the army medical installa- 
tions. This article was part of a series 
describing the work of clinical psychol- 
ogists in the military services, with 
which the present writer is familiar only 
indirectly. The utility of any instru- 
ment in the military situation can, of 
course, be most competently assessed by 
those in contact with clinical material in 
that situation, and the present paper is 
in no sense to be construed as an 
“answer” to or an attempted refuta- 
tion of Hutt’s remarks. Nevertheless, 
there are some incidental observations 
contained in his article which warrant 
further critical consideration, particu- 
larly those having to do with the theory 
and dynamics of “‘structured’’ person- 
ality tests. It is with these latter ob- 
servations rather than the main burden 
of Hutt’s article that this paper is con- 
cerned. 

Hutt defines “structured personality 
tests” as those in which the test material 
consists of conventional, culturally crys- 
tallized questions to which the subject 
must respond in one of a very few fixed 
ways. With this definition we have no 
quarrel, and it has the advantage of not 
applying the unfortunate phrase “‘self- 
rating questionnaire” to the whole class 
of question-answer devices. But imme- 
diately following this definition, Hutt 
goes on to say that “it is assumed that 
each of the test questions will have the 
same meaning to all subjects who take 


the examination. The subject has no 
opportunity of organizing in his own 
unique manner his response to the ques- 
tions.” 

These statements will bear further 
examination. The statement that per- 
sonality tests assume that each question 
has the same meaning to all subjects is 
continuously appearing in most sources 
of late, and such an impression is con- 
veyed by many discussions even when 
they do not explicitly make this asser- 
tion. It should be emphasized very 
strongly, therefore, that while this per- 
haps has been the case with the majority 
of question-answer personality tests, it 
is not by any means part of their essen- 
tial nature. The traditional approach 
to verbal question-answer personality 
tests has been, to be sure, to view them 
as self-ratings ; and it is in a sense always 
a self-rating that you obtain when you 
ask a subject about himself, whether 
you inquire about his feelings, his 
health, his attitudes, or his relations to 
others. 

However, once a “‘self-rating’’ has 
been obtained, it can be looked upon in 
two rather different ways. The first, 
and by far the commonest approach, is 
to accept a self-rating as a second best 
source of information when the direct 
observation of a segment of behavior 
is inaccessible for practical or other 
reasons. This view in effect forces 
a self-rating or self-description to 
act as surrogate for a_ behavior- 
sample. Thus we want to know 
whether a man is shy, and one criterion 
is his readiness to blush. We cannot 
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conveniently drop him into a social 
situation to observe whether he blushes, 
so we do the next best (and often much 
worse) thing and simply ask him, “Do 
you blush easily?” We assume that 
if he does in fact blush easily, he will 
realize that fact about himself, which 
is often a gratuitous assumption; and 
secondly, we hope that having recog- 
nized it, he will be willing to tell us so. 

Associated with this approach to 
structured personality tests is the con- 
struction of items and their assembling 
into scales upon an a priori basis, requir- 
ing the assumption that the psychologist 
building the test has sufficient insight 
into the dynamics of verbal behavior 
and its relation to the inner core of per- 
sonality that he is able to predict before- 
hand what certain sorts of people will 
say about themselves when asked cer- 
tain sorts of questions. The fallacious 
character of this procedure has been 
sufficiently shown by the empirical re- 
sults of the Minnesota Multiphasic Per- 
sonality Inventory alone, and will be 
discussed at greater length below. It 
is suggested tentatively that the relative 
uselessness of most structured person- 
ality tests is due more to a priori item 
construction than to the fact of their 
being structured. 

The second approach to verbal self- 
ratings is rarer among test-makers. It 
consists simply in the explicit denial that 
we accept a self-rating as a feeble sur- 
rogate for a behavior sample, and sub- 
stitutes the assertion that a “‘self-rating” 
constitutes an intrinsically interesting 
and significant bit of verbal behavior, 
the non-test correlates of which must be 
discovered by empirical means. Not 
only is this approach free from the re- 
striction that the subject must be able 
to describe his own behavior accurately, 
but a careful study of structured per- 
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sonality tests built on this basis shows 
that such a restriction would falsify the 
actual relationships that hold between 
what a man says and what he ts. 

Since this view of question-answer 
items is the rarer one at the present 
time, it is desirable at this point to elu- 
cidate by a number of examples. For 
this purpose one might consider 
the Strong Vocational Interest Blank, 
the Humm-Wadsworth Temperament 
Scales, the Minnesota Multiphasic Per- 
sonality Inventory, or any structured 
personality measuring device in which 
the selection of items was done on a 
thoroughly empirical basis using care- 
fully selected criterion groups. In the 
extensive and confident use of the 
Strong Vocational Interest Blank, this 
more sophisticated view of the signifi- 
cance of responses to structured per- 
sonality test items has been taken as a 
matter of course for years. The pos- 
sibility of conscious as well as uncon- 
scious “fudging’’ has been considered 
and experimentally investigated by 
Strong and others, but the differences in 
possible interpretation or meaning of 
items have been more or less ignored— 
as well they should be. One is asked to 
indicate, for example, whether he likes, 
dislikes, or is indifferent to “conserva- 
tive people.” The possibilities for dif- 
ferential interpretation of a word like 
conservative are of course tremendous, 
but nobody has worried about that prob- 
lem in the case of the Strong. Almost 
certainly the strength of verbs like 
“‘like’’ and “dislike” is variably inter- 
preted throughout the whole blank. For 
the present purpose the Multiphasic (re- 
ferred to hereinafter as MMPI) will be 
employed because the present writer is 
most familiar with it. 

One of the items on the MMPI scale 
for detecting psychopathic personality 
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(Pd) is “My parents and family find 
more fault with me than they should.” 
If we look upon this as a rating in which 
the fact indicated by an affirmative re- 
sponse is crucial, we immediately begin 
to wonder whether the testee can objec- 
tively evaluate how much other people’s 
parents find fault with them, whether 
his own parents are warranted in find- 
ing as much fault with him as they do, 
whether this particular subject will in- 
terpret the phrase “finding fault” in 
the way we intend or in the way most 
normal persons interpret it, and so on. 
The present view is that this is simply 
an unprofitable way to examine a 
question-answer personality test item. 
To begin with, the empirical finding is 
that individuals whose past history and 
momentary clinical picture is that of a 
typical psychopathic personality tend to 
say “Yes” to this much more often than 
people in general do. Now in point of 
fact, they probably should say “No” 


because the parents of psychopaths are ° 


sorely tried and probably do not find 
fault with their incorrigible offspring 
any more than the latter deserve. An 
allied item is “I have been quite inde- 
pendent and free from family rule’ 
which psychopaths tend to answer false 
—almost certainly opposite to what is 
actually the case for the great majoriy 
of them. Again, “Much of the time I 
feel I have done something wrong or 
evil.’ Anyone who deals clinically with 
psychopaths comes to doubt seriously 
whether they could possibly interpret 
this item in the way the rest of us do 
(cf.Cleckley’s(2) ‘‘semantic dementia” ), 
but they say that about themselves none- 
theless. Numerous other examples such 
as “Someone has it in for me” and “I am 
sure I get a raw deal from life” appear 
on the same scale and are significant 
because psychopaths tend to say certain 
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things about themselves, rather than be- 
cause we take these statements at face 
value. 

Consider the MMPI scale for detect- 
ing tendencies to hypochondriasis. A 
hypochondriac says that he has head- 
aches often, that he is not in as good 
health as his friends are, and that he 
cannot understand what he reads as well 
as he used to. Suppose that he has a 
headache on an average of once every 
month, as does a certain “normal’’ per- 
son. The hypochondriac says he often 
has headaches, the other person says he 
does not. They both have headaches 
once a month, and hence they must 
either interpret the word “often” differ- 
ently in that question, or else have un- 
equal recall of their headaches. Ac- 
cording to the traditional view, this am- 
biguity in the word “often” and the 
inaccuracy of human memory constitute 
sources of error; for the authors of 
MMPI they may actually constitute 
sources of discrimination. 

We might mention as beautiful illus- 
trations of this kind of relation, the 
non-somatic items in the hysteria scale 
of MMPI(8). These items have a 
statistical homogeneity and the common 
property by face inspection that they in- 
dicate the person to be possessed of un- 
usually good social and psychiatric ad- 
justment. They are among the most 
potent items for the detection of hys- 
terics and hysteroid temperaments. but 
they reflect the systematic distortiva of 
the hysteric’s conception of himself, and 
would have to be considered invalid if 
taken as surrogates for the direct ob- 
servation of behavior. 

As a last example one might mention 
some findings of the writer, to be pub- 
lished shortly, in which “normal” per- 
sons having rather abnormal MMPI 
profiles are differentiated from clearly 
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“abnormal” persons with equally de- 
viant profiles by a tendency to give 
statistically rare as well as psychiatri- 
cally ‘“‘maladjusted” responses to cer- 
tain other items. Thus a person who 
says that he is afraid of fire, that wind- 
storms terrify him, that people often 
disappoint him, stands a better chance 
of being normal in his non-test behavior 
than a person who does not admit to 
these things. The discrimination of 
this set of items for various criterion 
groups, the intercorrelations with other 
scales, and the content of the items in- 
dicate strongly that they detect some 
verbal-semantic distortion in the inter- 
pretation and response to the other 
MMPI items which enters into the 
spurious elevation of scores achieved by 
certain ‘‘normals.”” Recent unpublished 
research on more subtle “‘lie” scales of 
MMPI indicates that unconscious self- 
deception is inversely related to the kind 


of verbal distortion just indicated. 

In summary, a serious and detailed 
study of the MMPI items and their 
interrelations both with one another 
and non-test behavior cannot fail to 
convince one of the necessity for this 
second kind of approach to question- 


answer personality tests. That the 
majority of the questions seem by in- 
spection to require self-ratings has been 
a source of theoretical misunderstand- 
ing, since the stimulus situation seems 
to request a self-rating, whereas the 
scoring does not assume a valid self- 
rating to have been given. It is difficult 
to give any psychologically meaningful 
interpretation of some of the empirical 
findings on MMPI unless the more 
sophisticated view is maintained. 

It is for this reason that the possible 
differences in interpretation do not 
cause us any @ priori concern in the use 
of this instrument. Whether any struc- 
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tured personality test turns out to be 
valid and useful must be decided on 
pragmatic grounds, but the possibility 
of diverse interpretations of a single 
item is not a good theoretical reason for 
predicting failure of the scales. There 
is a “projective” element involved in 
interpreting and responding to these 
verbal stimuli which must be recog- 
nized, in spite of the fact that the test 
situation is very rigidly structured as 
regards the ultimate response possibili- 
ties permitted. The objection that all 
persons do not interpret structured test 
items in the same way is not fatal, just 
as it would not be fatal to point out that 
“ink blots do not look the same to every- 
one.” 

It has not been sufficiently recognized 
by critics of structured personality tests 
that what a man says about himself may 
be a highly significant fact about him 
even though we do not entertain with 
any confidence the hypothesis that what 
he says would agree with what complete 
knowledge of him would lead others to 
say of him. It is rather strange that 
this point is so often completely passed 
by, when clinical psychologists quickly 
learn to take just that attitude in a diag- 
nostic or therapeutic interview. The 
complex defense mechanisms of pro- 
jection, rationalization, reaction-forma- 
tion, etc., appear dynamically to the 
interviewer as soon as he begins to take 
what the client says as itself motivated 
by other needs than those of giving an 
accurate verbal report. There is no 
good a priori reason for denying the 
possibility of similar processes in the 
highly structured “interview” which is 
the question-answer personality test. 
The summarized experience of the clini- 
cian results (one hopes, at least) in his 
being able to discriminate verbal re- 
sponses admissible as accurate self- 
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descriptions from those which reflect 
other psychodynamisms but are not on 
that account any the less significant. 
The test analogue to this experience 
consists of the summarized statistics on 
response frequencies, at least among 
those personality tests which have 
been constructed empirically (MMPI, 
Strong, Rorschach, etc.). 

Once this has been taken for granted 
we are prepared to admit powerful 
items to personality scales regardless of 
whether the rationale of their appear- 
ance can be made clear at present. We 
do not have the confidence of the tradi- 
tional personality test maker that the 
relation between the behavior dynamics 
of a subject and the tendency to respond 
verbally in a certain way must be psy- 
chologically obvious. Thus it puzzles 
us but does not disconcert us when this 
relation cannot be elucidated, the science 
of behavior being in the stage that it is. 
That “I sometimes tease animals” 
(answered false) should occur in a scale 
measuring symptomatic depression is 
theoretically mysterious, just as the 
tendency of certain schizophrenic pa- 
tients to accept “position” as a deter- 
minant in responding to the Ror- 
schach may be theoretic2lly mysterious. 
Whether such a relation obtains can be 
very readily discovered empirically, and 
the wherefore of it may be left aside for 
the moment as a theoretical question. 
Verbal responses which do not appar- 
ently have any self-reference at all, but 
in their form seem to request an objec- 
tive judgment about social phenomena 
or ethical values, may be equally diag- 
nostic. So, again, one is not disturbed 
to find items such as “I think most peo- 
ple would lie to get ahead” (answered 
false) and “It takes a lot of argument 
to convince most people of the truth” 
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(answered false) appearing on the hys- 
teria scale of MMPI. 

The frequently alleged ‘“superfi- 
ciality”’ of structured personality tests 
becomes less evident on such a basis 
also. Some of these items can be ration- 
alized in terms of fairly deep-seated 
trends of the personality, although it is 
admittedly difficult to establish that any 
given depth interpretation is the correct 
one. To take one example, the items on 
the MMPI scale for hysteria which 
were referred to above as indicating 
extraordinarily good social and emo- 
tional adjustment can hardly be seen as 
valid self-descriptions. However, if the 
core trend of such items is summarily 
characterized as “I am psychiatrically 
and socially well adjusted,” it is not 
hard to fit such a trend into what we 
know of the basic personality structure 
of the hysteric. The well known belle 
indifference of these patients, the great 
lack of insight, the facility of repression 
and dissociation, the “impunitiveness’ 
of their reactions to frustration, the 
tendency of such patients to show an 
elevated “‘lie’ score on MMPI, may all 
be seen as facets of this underlying 
structure. It would be interesting to see 
experimentally whether to the three ele- 
ments of Rosenzweig’s “triadic hypoth- 
esis” (impunitiveness, repression, hyp- 
notizability) one might add a fourth 
correlate—the chief non-somatic com- 
ponent of the MMPI hysteria scale. 

Whether “depth” is plumbed by a 
structured personality test to a lesser 
extent than by one which is unstruc- 
tured is difficult to determine, once the 
present view of the nature of structured 
tests is understood. That the “‘deep- 
est” layers of personality are not verbal 
might be admitted without any implica- 
tion that they cannot therefore make 
themselves known to us via verbal be- 











havior. Psychoanalysis, usually con- 
sidered the “deepest” kind of psycho- 
therapy, makes use of the dependency of 
verbal behavior upon underlying varia- 
bles which are not themselves verbal- 
ized. 

The most important area of behavior 
considered in the making of psychiatric 
diagnosis is still the form and content 
of the speech of the individual. I do 
not mean to advance these considera- 
tions as validations of any structured 
personality tests, but merely as reasons 
for not accepting the theoretical objec- 


| tion sometimes offered in criticizing 


them. Of course, structured person- 
ality tests may be employed in a purely 
diagnostic, categorizing fashion, with- 


' out the use of any dynamic interpreta- 


tions of the relationship among scales 
or the patterning of a profile. For cer- 
tain practical purposes this is quite per- 
missible, just as one may devote himself 
to the statistical validation of various 
“signs” on the Rorschach test, with no 


_ attempt to make qualitative or really 
| dynamic personological inferences from 
| the findings. 


The tradition in the case 
of structured personality tests is prob- 
ably weighted on the side of non- 
dynamic thinking; and in the case of 


| some structured tests, there is a con- 


siderable amount of experience and 


_ clinical subtlety required to extract the 


maximum of information. The pres- 
ent writer has heard discussions in case 


conferences at the University of Min- 
nesota Hospital which make as “dy- 
namic’ use of MMPI patterns as one 


could reasonably make of any kind of 
test data without an excessive amount of 


| illegitimate reification. The clinical use 


of the Strong Vocational Interest Bla~k 
is another example. 

In discussing the “depth” of interpre- 
tation possible with tests of various 
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kinds, it should at least be pointed out 
that the problem of validating person- 
ality tests, whether structured or un- 
structured, becomes more difficult in 
proportion as the interpretations in- 
crease in “depth.” For example, the 
validation of the “sign” differentials on 
the Rorschach is relatively easier to 
carry out than that of the deeper inter- 
pretations concerning the basic person- 
ality structure. This does not imply 
that there is necessarily less validity in 
the latter class of inferences, but simply 
stresses the difficulty of designing ex- 
periments to test validity. A very major 
part of this difficulty hinges upon the 
lack of satisfactory external criteria, a 
situation which exists also in the case 
of more dynamic interpretations of 
structured personality tests. One is will- 
ing to accept a staff diagnosis of psy- 
chasthenia in selecting cases against 
which to validate the Pt scale of MMPI 
or the F% as a compulsive-obsessive 
sign on the Rorschach. But when the 
test results indicate repressed homo- 
sexuality or latent anxiety or lack of 
deep insight into the self, we may have 
strong suspicions that the instrument is 
fully as competent as the psychiatric 
staff. Unfortunately this latter assump- 
tion is very difficult to justify without 
appearing to be inordinately biased in 
favor of our test. Until this problem is 
better solved than at present, many of 
the “depth” interpretations of both 
structured and unstructured tests will 
be little more than an expression of per- 
sonal opinion. 

There is one advantage of unstruc- 
tured personality tests which cannot 
easily be claimed for the structured 
variety, namely, the fact that falsehood 
is difficult. While it is true for many 
of the MMPI items, for example, that 
even a psychologist cannot predict on 
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which scales they will appear nor in 
what direction certain sorts of abnor- 
mals will tend to answer them, still the 
relative accessibility of defensive an- 
swering would seem to be greater than 
is possible in responding to a set of ink- 
blots. Research is still in progress on 
more subtle “lie” scales of MMPI and 
we have every reason to feel encouraged 
on the present findings. Nevertheless 
the very existence of a definite problem 
in this case and not in the case of the 
Rorschach gives the latter an advantage 
in this respect. When we pass to a more 
structured method, such as the T. A. T., 
the problem reappears. The writer has 
found, for example, a number of pa- 
tients who simply were not fooled by 
the “‘intelligence-test” set given in the 
directions for the T. A. T., as was in- 
dicated quite clearly by self-references 
and defensive remarks, especially on the 
second day. Of course such a patient is 
still under pressure to produce material 
and therefore his unwillingness to re- 
veal himself is limited in its power over 
the projections finally given. 

In conclusion, the writer is in hearty 
agreement with Lieutenant Hutt that 
unstructured personality tests are of 
great value, and that the final test of 
the adequacy of any technique is its 
utility in clinical work. Published evi- 
dence of the validity of both structured 
and unstructured personality tests as 
they had to be modified for convenient 
military use does not enable one to draw 
any very definite conclusions or com- 
parisons at the present time. There is 
assuredly no reason for us to place 
structured and unstructured types of in- 
struments in battle order against one 
another, although it is admitted that 
when time is limited they come in- 
evitably into a very real clinical ‘“com- 
petition” for use. The present article 
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has been aimed simply at the clarifica- 
tion of certain rather prevalent miscon- 
ceptions as to the nature and the theory 
of at least one important structured 
personality test, in order that erroneous 
theoretical considerations may not be 
thrown into the balance in deciding the 
outcome of such clinical competition. 
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THE FIELD OF THE PSYCHOLOGICAL THERAPIST* 


J. S. A. BOIS, LT.-COL. 
Research and Information Section, Adjutant-General Branch, Ottawa 


INTRODUCTION 


One of the major problems that faces 
us today is that of determining the 
field of the psychological therapist. The 
term psychological therapist is used here 
advisedly to describe the psychologist 
who is not merely a psychometrician in 
a clinic or a hospital, but one who plays 
an active and responsible part in the 
handling of psychosomatic cases. The 
purpose of this paper is to contribute to 
the discussion of the problem by relat- 
ing some of the experiences of the 
writer in the course of five years of 
practice (from 1936 to 1941), and by 
interpreting them in terms of generally 
accepted principles. 

When the Psychological Institute was 
established in 1936 by provincial charter 
in Montreal, P. Q., it was designed to 
apply psychology “to commerce, in- 
dustry, vocational guidance and selec- 
tion, and to provide a consultation serv- 
ice in psychology.” We started with the 
plain commonsense idea that since psy- 
chology is the science of human behav- 
iour, the consulting psychologist may 
be expected to advise in all matters of 
human behaviour. This is what we 
meant by a consultation service and it 
is in that sector of our activities that 
psychological therapy made its appear- 
ance. It never became the main busi- 
ness of the Institute as a whole, but it 
took an increasingly large portion of 
the time of the present writer. This 
particular work was carried out under 
conditions which were rather unusual. 
We were not attached to any institution, 


* Paper read at the annual meeting of the 
Canadian Psychological Association, Montreal, 
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either medical, neurological, or psy- 
chiatric, but independent and _ sole 
judges of our professional activities. 
Realizing that these activities had to 
harmonize with the accepted privileges 
of the medical practitioner and special- 
ist, we made it a point to establish, from 
the very start, relations of understand- 
ing and cooperation with medicine. We 
had the good fortune of finding medical 
men who were ready to assume some 
responsibility in the framing of our 
policies. The board of directors of the 
Institute comprised two psychologists 
and two medical men, one a psychiatrist 
of the staff of a mental hospital, and 
one a surgeon, head of a general hos- 
pital. The relationship between our 
work and that of the medical profession 
was carefully discussed under all its 
aspects, and it was described as accu- 
rately as we could at that stage in the 
by-laws of the Institute. These read in 
part as follows: 


“Members and Associates of the Institute 
practicing Psychology will confine their inves- 
tigations and recommendations in all individual 
clients to the various aspects of normal psy- 
chology. 

“Members and Associates may interview in- 
dividuals and make recommendations to such 
individuals at the request of, and under the 
direction of, a qualified physician who will be 
asked to give his opinion as to the mental state 
of his patient.” 


As soon as we opened our offices, we 
submitted to the College of Physicians 
and Surgeons of the Province of Quebec 
the information we felt was necessary 
to ward off any possible misunderstand- 
ing. The secretary of the College made 
an informal visit to the Institute, where 
we discussed the matter in greater detail 
and reached a most satisfactory agree- 
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ment. Medical societies, psychiatric and 
non-psychiatric, invited us to attend 
some of their meetings and to present 
papers on psychology in its relations to 
medicine. When I go over these papers 
today I find them redundant with empty 
generalities gathered from treatises and 
papers on so-called “clinical” psychol- 
ogy and rather thin in the discussion of 
practical everyday medical problems. 
So much so that I wonder at the kind 
patience of the medical practitioners 
who listened to us and gave us the im- 
pression that they took us in earnest. 

Disregarding our shortcomings and 
foreseeing no doubt the possibilities of 
psychology if brought into contact wit 
the stern realities that lie outside the 
academic world, a group of medical men 
went further. A French language 
monthly devoted to the interests of 
medicine as a profession, L’Action 
Médicale of Montreal, invited the 
writer to give every month an article on 
our common problems. I remained a 
regular contributor to L’Action Médi- 
cale until I joined the Army. A glance 
over that series of articles, some of 
which have since been published in book 
form,(1) reveals that they became more 
and more realistic as my experience 
grew in the applications of psychology 
to concrete cases. The above facts must 
not be interpreted as meaning that the 
consultants of the Psychological Insti- 
tute received at all times an unrestricted 
welcome from all members of the med- 
ical profession in Montreal and in the 
Province, but they show that our work 
was begun and continued under most 
favourable auspices. We are proud to 
declare that there never was any serious 
misunderstanding or any clash of juris- 
diction.” 


1. I must also state that the views expressed in 
this paper are entirely my own, and that they do 


CLINICAL STUDIES 


The subjects that came to us and re- 
quired some form of psychotherapy 
were either persons that presented them- 
selves at the Institute for vocational or 
personal guidance, or people that were 
sent to us by physicians and surgeons. 
We referred a few cases to psychiatrists, 
but I cannot find in our records a single 
individual who was referred to us by 
psychiatrists themselves, except for 


routine testing. 

Here are a few psychosomatic cases 
chosen to illustrate the type of problems 
that came our way and the manner in 
which they were handled. 


Case 1. Joyce was 6 years of age, only daugh- 
ter of a middle-class couple. She was above 
average in intelligence, well developed physi- 
cally, sensitive, and interested in such things as 
dancing and music. She had been “nervous” 
but otherwise healthy. Now, she had some 
strange bladder trouble, having to urinate very 
frequently. The family doctor had made a 
thorough examination and prescribed some 
medicine. The trouble persisted. It was then 
classed as “nervous.” To overcome this, the 
doctor had said Joyce needed some building-up 
with exercise, fresh air, good food, appropriate 
vitamins, and some studies that would interest 
her. 

A psychologist could advise as to this last 
point. The parents came to me with the ques- 
tion: “Should Joyce enter a dancing class? What 
should the mother do about her shyness? What 
arrangements should be made with the dancing 
teacher about Joyce’s strange malady? Would 
it be better to wait till she outgrew this and 
direct her to some other interesting field of 
study ?” 

Briefly, Joyce had acquired the habit of going 
to the bathroom when, a few months back, the 
mother had suggested it as an acceptable excuse 
to call her away from a crowd of new little 
neighbours of whose manners she was more 
afraid than Joyce herself was. “Going to the 
bathroom” became equivalent to getting out of 
any painful or threatening situation. 

I explained the mechanism to the parents, 
reassured them, and recommended that Joyce 
not commit the present or past medical directors 


of the Psychological Institute, “L’ Action Médi- 
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be taken to the bathroom, whether she asked 
for it or not, every 20 minutes of her waking 
hours. The directive had to be enforced rigidly, 
particularly when Joyce was deeply interested 
with her dolls or anything else. Within a week 
the bathroom had lost all its attractiveness as a 
haven of refuge, and Joyce’s bladder had learned 
to behave. 


Case 2. Mrs. A., 50 years, is in the hospital 
under observation for a liver ailment that baffles 
the physician, the surgeon, the roentgentologist 
and the laboratory physiologist. After two 
weeks the diagnosis is not yet clear. She reacts 
in a strange way to drugs, does not improve or 
get worse, has persistent pains, digests poorly, 
and has an unruly intestine. She is sad and 
cries occasionally, but shows no signs that would 
warrant a psychiatric or neurological examina- 
tion. The surgeon wonders if he should not 
make a surgical exploration. She is just a plain, 
tired woman, apparently crushed by an ac- 
cumulation of trivial worries and troubles, be- 
ginning to age somewhat early. She has always 
had a comfortable home, knows how to feed her- 
self and her family reasonably well, appears to 
have distractions consistent with her interests. 
I am called in. Two interviews of one hour 
each clear up a problem of inferiority feelings. 
The medical diagnosis becomes easy and clear- 
cut. She responds to medication and in twelve 
days she is back home. 


Case 3. H. is a life insurance salesman, in the 
industrial section of a well-known company. He 
is 32 years of age, happily married, father of 2 
children. He is of over-average intelligence, and 
has been successful for years, being the fourth 
among 44 fellow-salesmen. His anamnesis is 
pretty well filled with psychological difficulties. 
He overcame them all unaided, however, and he 
enjoyed a very satisfactory emotional balance 
for years, when something strange developed 
which is growing worse every day and leads him 
to doubt his sanity. His mouth dries up when 
he meets prospects, and lately it does so at any 
time of the day. His tongue and the inside of 
his cheeks have a strange feeling of roughness. 
He fears halitosis; in fact he is sure he has it 
since people seem to withdraw from his breath 
cone in conversation, in street cars, in picture 
shows. He has tried chewing gum, cough drops, 
potassium chlorate tablets, has seen physicians 
and specialists, worried his wife stiff with per- 
sistent questions about his breath, only to re- 
ceive a “No, it does not smell! Please stop 
worrying!” He is now way down at the bottom 
of the list of salesmen, he is discouraged and 
afraid of some impending catastrophe. He comes 
to find out whether he should not take some 
other vocation. 

The procedure followed was training in pro- 
gressive relaxation, reassurance, and reeduca- 
tion in emotional control. In two months the 








symptoms have disappeared, his sales have come 
back to normal, and he is all the better for the 
experience. 


Case 4. Mrs. L. is 55 years of age, married, 
with 5 children, the last one of whom married 
a few months ago a young man whom the 
mother does not like at all. Mrs. L. has devel- 
oped what she calls “heart trouble.” In fact she 
sleeps very badly. She cannot enjoy any more 
her two main distractions: playing cards and 
going to picture shows; she has spells of crying: 
she is losing weight, has pains and palpitations, 
and sees herself become an invalid. From the 
family physician, she is sent to a heart specialist 
who directs her to me with a very definite state- 
ment: “There is absolutely nothing wrong with 
her heart, nor with her whole body for that 
matter.” Mrs. L. is of limited education, her 
interests are narrow in scope and weak in soar- 
ing power, she has always been sort of a happy- 
go-lucky little woman, content with what might 
seem to some a most prosaic life. She has little 
to keep herself busy. She comes to me as to a 
super-specialist who has some uncanny powers 
well beyond those of the heart specialist who 
had to give up treating her. 

I made no attempt to touch the foundations of 
her personal, family, and social adjustment that 
had withstood the ordinary vicissitudes of her 
life. Reassurance was easy, but something con- 
crete and well within her mental grasp had to 
be done. In her case, as in several, progressive 
relaxation provided a most valuable therapy. | 
may say that it was practically the sole method 
employed in bringing her back to her old self 
within some ten interviews covering an interval 
of less than two months. 

Case 5. G. M. was a more complicated case 
A big, strong athletic male, 30 years of age, 
single. High school education and high mental 
ability. Responsible position as minor execu- 
tive. Has seen doctors and nerve specialists for 
various symptoms that included excessive per- 
spiration, headaches, inability to concentrate, 
pains in the legs and the back, sexual impotency, 
etc. Was taking, on his physician’s advice. 
physical training under an instructor who sug- 
gested to try a psychologist. Here again pro- 
gressive relaxation played an important part, 
but it was supplemented by a thorough discus- 
sion of problems dating back to his boyhood 
and by a long and persevering retraining of all 
his emotional habits. A stubborn conditioning 
against plump women was blocking the way to 
his accepting to love a girl who eventually came 
also to my office at his request. The blockage 
was removed, his ability to hold his job restored. 
and they have now lived a happy married life for 
over four years. 

Case 6. Mrs. C. had suffered for nine years 
from a recurring skin trouble that had taken her 
through the complete series of salves, lotions 
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allergy tests, and other procedures in and out 
of hospitals, clinics, and specialists’ consultation 
offices. She had been told to avoid the sun and 
to inure herself to it, to keep away from dust 
and not to mind it, to keep her hands out of 
water, to watch her diet, to keep her liver in 
good order, not to worry, etc. Eventually she 
had adopted the prescription of a dermatologist 
as the most practical: bile and liver salt pills 
taken regularly, a lotion to put on her hands 
when the trouble reappeared and nitrate of silver 
when it was getting really worse. But with a 
discouraging regularity the top of her hands 
began to break in the fall to resume its normal 
appearance only in the spring. 

I knew Mrs. C. quite well, and had already 
discussed with her various problems of a minor 
nature. She had some knowledge of psychology, 
and one fall, when she saw her skin trouble 
starting early and stubbornly, she came to me 
wondering if I could not try and do something 
about it. A very simple discussion brought her 
back to the winter when the trouble made its 
first appearance. She described the very pain- 
ful experience she then had of being so over- 
whelmed by the cold and the blizzard that she 
would have let herself die, had not her husband 
saved her. There was no emotional reliving of 
that painful experience, no abreaction in a psy- 
choanalytical sense. Working on the hypothesis 
that this was the origin of the trouble, it was 
necessary to devise some unconditioning proce- 
dure. The general semantics method of dating 
and indexing was explained and practiced for 
the remainder of the two-hour interview. On 
the following morning the subject reported a 
state of general euphoria that was for her the 
harbinger of a complete cure. Within 48 hours 
the skin had cleared and the winter went by 
without any recurrence of the trouble. 


DISCUSSION 


It must be repeated here that we al- 
ways viewed our work in psychological 
therapy as part of our general consulta- 
tion service. Human behaviour was 
our field; human behaviour with psy- 
chosomatic implications was only one 
sector of that field. The psychologist 
studies behaviour by means of special 
techniques; he helps people understand 
themselves and their environment; he 
helps them make decisions in keeping 
with their capacities; he helps them 
train themselves in skills and emotional 
habits that will make for their personal 
development and their adjustment. 
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Because very few people ever dream 
of coming to a psychological adviser 
until things go wrong, we dealt most 
of the time with ill-planned or disorgan- 
ized behaviour. Such maladjustments 
to conditions that surrounded them had 
led these people into all sorts of difficul- 
ties; financial, legal, occupational, edu- 
cational, religious, or physiological. In 
no instance did we feel that we had to 
act as experts in finance, law, education, 
employment, religion or medicine. 
When time came to make up for the 
damages _ ill-advised behaviour had 
caused in certain fields of activity or to 
plan for a better program of specific 
action for the future, we directed our 
clients to the proper professional ad- 
visers. We acted as a third party to the 
deal when we were requested by either 
of the two. For instance a father had 


brought his reputedly very lazy son 
whom we found very highly gifted and 


needing a higher or heavier program of 
studies. We advised the father to go 
to his school principal with our report. 
When both the father and the school 
principal disagreed on what to do, but 
agreed on discussing the case with us, 
we shared for a moment the responsi- 
bility of both the head of the family and 
the head of the school. When a mal- 
adjusted couple were planning a legal 
separation and asked our advice about 
it, we referred them to a lawyer who 
could inform them about its legal im- 
plications. Then the lawyer came back 
to us, with the agreement of the clients 
who were reconsidering their plans, 
and we succeeded in achieving a work- 
able solution that started the couple 
upon a new lease on love. 

Our dealings with the medical pro- 
fession were in no wise different. _ III- 
organized behaviour may bring about 
stomach trouble just as well as it may 





A) Aenea ages 
eg 


308 


cause financial bankruptcy or educa- 
tional failure. Lack of emotional train- 
ing may cause headaches and insomnia 
just as it can bring about strife and 
black-eyes. The patient may have a 
surgical intervention on his duodenum, 
a bandaging of his black eye by a first- 
aider, he may take aspirin for his head- 
ache or a sedative to promote better 
sleep. But until someone makes him 
realize that his trouble is due to mis- 
guided or unskilled behaviour, and 
actually helps him correct his errors in 
self-management, his condition has little 
chance of righting itself. If covered 
up by recipes that do not get to its 
grass roots, it will reappear, increase, 
and breed so-called “complications.” 

It must be noted, however, that to be 
effective a psychological intervention 
does not necessarily mean a complete 
overhauling of the personality structure. 
When in the throes of a psychosomatic 
trouble the client may not have the 
time, the money, the breadth of vision 
or the endurance to undertake a thor- 
ough revision of his values and a pain- 
ful retraining of his emotional habits. 
It may even be dangerous to pull apart 
the coarse and imperfect texture of his 
past life. In the end of the process you 
may have in your hands a pile of shreds 
that cannot be woven again into solid 
warp and woof. 

You know the distributors of health 
and success recipes, from the cultist to 
the advertiser of patent medicines and 
food preparations, from the quack psy- 
chologist to the quack doctor, from the 
writer of books, pamphlets and maga- 
zine articles that claim to solve your 
problems to the busy physician and so- 
called specialist who prescribe tonics, 
vitamins and sedatives indiscriminately. 
You know as well the reluctance of 
a very large portion of the public, of 
many medical practitioners even, at 
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sending plain maladjustment cases to 
the psychiatrist because of the stigma of 
being the client of a specialist who deals 
also with straight mental cases. 

Who can object to the well-trained 
and responsible psychologist who comes 
into this field, ready to maintain scien- 
tific standards and professional ethics 
in full cooperation with the most pro- 
gressive promoters of health and men- 
tal hygiene? Of course, few will feel 
prepared to do this work. Our depart- 
ments of psychology have not yet or- 
ganized well-integrated courses of psy- 
chological therapy. Our psychological 
associations have scarcely begun to 
tackle the urgent problem of certifica- 
tion of consulting psychologists worthy 
of the name. But I cannot see why we 
should shy away from the challenge that 
confronts us. We must meet this chal- 
lenge and show that our science can 
measure up to it. 


CONCLUSIONS 


To take charge of this field of psy- 
chotherapy the psychologist must pre- 
pare himself accordingly. He needs a 
good knowledge of physiology and 
pathology, a good deal of experience 
with sick people, and a high degree of 
emotional maturity. He may not be a 
wizard with statistics or advanced ex- 
perimental techniques, but he must be a 
master at interviewing and able to 
translate into practical recommenda- 
tions all the findings of research that 
can be applied to human problems. 
He must have acquired and he must 
maintain the ever conscious attitude of 
the researcher, both for his daily work 
and for the advancement of a most 
promising branch of psychology. 
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INTRODUCTION 


This report is a description and evalu- 
ation of the psychological screening 
service at the AAF Convalescent Cen- 
ter, Pawling, New York.’ All patients 
' at this center are required to pass 
through the screening process. The 
| purpose of the screening is to provide 
an opportunity for discovering the 
| problems and needs of the patient and 
, to provide any help or assistance that is 
| possible. Since most of the patients in 
| this center are overseas casualties many 
' of the problems which they present are 
related to their combat experiences, 
' service overseas and their disabilities. 
This kind of individual attention is de- 
| signed to raise the patient’s morale and 
| to provide a control over the patient’s 
' convalescent program so that he can re- 
ceive maximal benefits from it. 

_ All patients except neuropsychiatric 
| cases are screened after they have been 
in the center for approximately two 
weeks.” This paper presents only the 
» results of the screening service offered 
| to the non-neuropsychiatric cases. The 
screening process itself involves an in- 
_ dividual interview with each patient at 
"a scheduled time. One-half hour is 


1. The procedures described by Lt. (then Sgt.) 
Ramsey were in effect in the station referred to 
during late 1943 and early 1944. In September 
1944 responsiiblity for Convalescent Hospitals 
was assumed by the AAF Personnel Distribution 
Command. For a description of the program of 
_ psychological services in Convalescent Hospitals 
under AAF Personnel Distribution Command, 
» reference is made to the Psychology and War 
section of a forthcoming issue of the Psycho- 
logical Bulletin. 

2. The neuropsychiatric patients are given the 
benefits of the screening service during their 
regular neuropsychiatric consultations. 


allotted for each initial interview. If 
additional time is needed subsequent 
interviews of appropriate length are 
arranged. All the screening is done by 
trained psychologists who are under the 
direct supervision of the Neuropsy- 
chiatric Advisor of the Center. Pre- 
paratory to the screening interview cer- 
tain facts and information such as 
name, rank, age, date of admission, 
diagnosis and marital status are secured 
and entered on the individual screening 
cards. This information is obtained 
from the hospital records. After each 
interview a brief record is made of the 
pertinent data obtained. 


TECHNIQUE OF PSYCHOLOGICAL 
SCREENING 


The interview itself provides an op- 
portunity for a general exploration and 
evaluation of the individual’s person- 


ality and present adjustment. The in- 
terview is not rigidly constructed with 
specific questions and definite proce- 
dures, but rather can be characterized by 
its informality and personal approach. 
Under such conditions the patient finds 
it easy to reveal any problems or mal- 
adjustments that he might have. With 
such a procedure the topics and ques- 
tions that are most pertinent to the pa- 
tient are likely to be brought forth. 
During the interview several major 
areas of the patient’s life and person- 
ality are briefly surveyed. These areas 
are not systematically explored, but are 
developed at some opportune time dur- 
ing the interview. 

The areas usually covered include a 





310 GLENN V. 


brief survey of his civilian background 
and history, military history and adjust- 
ment, disabilities and hospitalization, 
future military assignments, current 
and postwar educational plans, postwar 
occupational plans and a general evalua- 
tion of the individual’s personality and 
adjustment. When considering the pa- 
tient’s civilian background and history 
a brief survey is made of his civilian 
education and employment, personal 
and family adjustments, his pre-mili- 
tary health history and if married his 
marital adjustment. A second area in- 
volves the individual’s military history 
and adjustment. Included in this area 
are such items as length of service, as- 
signments, overseas service, amount of 
combat experience and general reactions 
to military experiences. A third area 
investigated pertains to the patient’s 
disability and hospitalization. The pa- 
tient is asked to report on the nature of 
his disability, treatment and progress. 
His reaction and attitude toward his dis- 
ability are carefully studied. Also in- 
cluded in this area is an investigation 
of the patient’s general adjustment to 
the Convalescent Center. He is asked 
to evaluate present medical treatment, 
the convalescent program and activities, 
administrative care and other factors 
relevant to his convalescence. Oppor- 
tunity is given each patient to comment 
both favorably and unfavorably upon 
any aspect of his care and treatment. 
A fourth area explored includes a con- 
sideration of the individual’s personal 
affairs. Problems pertaining to bonds, 
waivers of insurance, allotments, cloth- 
ing and baggage, home or marital prob- 
lems and legal difficulties are presented 
in this category. 

The fifth area covered during the 
screening process is related to the in- 
dividual’s future military assignment. 


RAMSEY 


Many of the patients face the question 
of reassignment, either because of their 
disability or because they are returning 
from overseas unassigned. Those pa- 
tients whose disability prevents them 
from returning to their previous assign- 
ment face the problem of securing a 
new one. The psychologist may assist 
such men by making a study of their 
educational and occupational histories, 
administering various types of tests and 
general counseling. After this prelimi- 
nary study has been made the case and 
the findings are referred to the loca! 
AAF Personnel Distribution Command 
liaison officer. A sixth area surveyed 
includes a study of the factors pertain. 
ing to -the individual’s educational in- 
terests and objectives. This involves a 
consideration of his immediate and 
more distant educational goals and am- 
bitions. When indicated, educational 
aptitude and achievement tests are ad- 
ministered and evaluated. This infor- 
mation, along with his educational 
achievement records and occupational 
history, is used as a basis for the educa- 
cational guidance rendered to the 
individual. 

A seventh area to be explored is 
closely related to the educational field, 
namely, the individual’s post-war occu- 
pational plans. Various types of voca- 
tional interest tests, intelligence tests 
and aptitude tests are used in discover- 
ing and evaluating the individual's 
assets. These findings, along with his 
educational-vocational case history pro- 
vide the basis for vocational counseling 
and guidance. Another area, the eighth. 
is related to the special problems of cer- 
tain patients who will, in the near 
future, face separation from military 
service. 

Finally a consideration and evalua- 
tion is made of the individual’s genera! 
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personality and adjustment. Much of 
the data for such a study is derived 
from the observations and reactions 
obtained during the interview. Through 
the screening process individuals who 
can be classified as psychopaths, psycho- 
neurotics, mental inferiors, and alco- 
holics may be discovered. Situational 
problems that are disturbing to the in- 
dividual are also often revealed as the 
result of the interview. With each pa- 
tient who has engaged in combat or ex- 
tensive operational work, a study for 
possible ‘“‘operational fatigue’ symp- 
toms is made. When major or serious 
maladjustments or problems are en- 
countered the patient is referred to the 
psychiatrist. Milder cases and prob- 
lems are handled by the psychologists. 

Many of the problems and questions 
that arise are handled by the psychol- 
ogist during the interview. In about 


one-fourth of these cases subsequent 


interviews are necessary.. The psychol- 
ogists assume responsibility for prob- 
lems or questions related to educational 
guidance and testing, simple psycho- 
therapeutic needs, vocational guidance 
and personal problems which are situa- 
tional. These results may become the 
basis for a more thorough psychiatric 
case study if such is indicated. 
Problems encountered in the screen- 
ing process which the psychologist does 
not feel himself competent to handle are 
referred to other offices at the center 
and to various civilian agencies. For 
example, problems which involve pay 
and allotments are referred to the per- 
sonnel office, legal problems to the post 
legal advisor, reassignment problems 
to the liaison officer of the Personnel 
Distribution Command and questions 
concerning furloughs or leaves to the 
patient’s medical officer. Difficulties in 
the patient’s convalescent program are 
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referred to the Center’s convalescent 
training office. Serious psychiatric 
problems are referred to the psychia- 
trist. Other medical questions are re- 
ferred to the proper medical service. 
Civilian agencies to which referrals are 
made include organizations and institu- 
tions in the home community, such as 
high schools, colleges, American Red 
Cross, legal assistance committees, the 
Emergency Maternal and Infant Care 
Association and prospective civilian em- 
ployers. 


CLINICAL STUDIES 


The screening results of 240 non- 
neuropsychiatric patients provide the 
basis for this report. Of the 240 pa- 
tients 60 (25%) were officers and 180 
(75%) were enlisted personnel. The 
average age of the officers was 25.0 
years and for the enlisted personnel 
26.1 years. With 47 (79%) of the 
officers and 143 (80%) of the enlisted 
men, definite and specific assistance on 
some personal problem or question was 
given. The number of problems pre- 
sented by the patients in this group 
ranged from one to six, while the mean 
was three problems per man. Seven- 
teen (28%) of the officers and 45 
(23%) of the enlisted men presented 
problems that required two or more 
appointments with the psychological 
staff. Those called back presented 
either serious or major problems within 
the sphere of the psychologists. Ap- 
proximately 21% of the officers and 
32% of the enlisted men presented 
problems that demanded referrals to 
other sources for information or assist- 
ance. Many of these referrals could 
also be considered as major problems 
or questions, but their disposition and 
care became the task of other personnel. 





0 er — 


312 GLENN V. RAMSEY 


TaBLe 1. Statistical Analysis of the Results of Psychological Screening of a Group 
of 60 Officers and 180 Enlisted Men at an AAF Convalescence Center 











Enlisted Total 
Officers Men Population 
Percent Percent Percent 
Division of Patient Population ..................... 25 (60) 75(180) 100 (240) 
Screening Results : 
MEIC 5805 te Sig Fon iar sek ee wa 78 80 79 
NS 2928 og Sn oe ee See ae < bana 22 20 21 
Problems Revealed by the Screening Service: 
BOE NON 658 Ss 5 oS A bs eschews cece skeet 50 57 54 
Major problems for the psychologists ........... 28 23 25 
Referrals to Other Agencies (included in Group C). 20 32 26 
Number of Problems: 
BOS pho ge ne Rp yet Shp) SAS, S 22 20 21 
NS rN iss <n WER a bac CAS bD eee Rs 35 31 32 
MEG cs © a wie tie hc say sd wae Oe ik oR 30 27 28 
NE a ahi. ce hak chee he olay eae et SKU arenes 8 17 15 
as SPE eats 5 yas Dieses Spor ETE Neresaret tae e 2 2 2 
MOR Sw ekepe San oy Pet ee ees Saeed 3 2 2 
I I oie rl aa Sa kira ea acetan@ia when 1 





Table 1 presents a statistical analysis 
of the results of the screening process 
on officers and enlisted men. 

In Table 2 there is presented an 
analysis of the problems found by the 
screening process. The distribution 
presented is derived from the total 
number of times these items were re- 
ported or observed. The percentages 
are based on the total number of prob- 
lems and not on the total population. 

Financial Affairs. From Table 2 it 
is noted that 24% of all problems met 
in the screening process involve finan- 
cial matters. If this category is divided 
into officer and enlisted personnel it is 
found that 11% of the officers and 28% 
of the enlisted men presented problems 
in this area. Many of the enlisted men 
encountered pay problems because their 
service records were either lost or had 
not caught up with them. Other items 
complicating the pay situation were 
claims for three months flying pay, the 
patient’s being assigned to some dis- 
tant post or an overseas organization, 
and family dependency claims. Under 


the sub-division, Insurance Waivers, is 
included the assistance given men who 
have been hospitalized for six months 
and are therefore entitled to waiver of 
payments on government insurance as 
provided by the Veterans Administra- 
tion. Allotment problems included re- 
duction of voluntary allotments, estab- 
lishment of dependency claims because 
of marriage or other acquired depend- 
ents, loss of dependents, and deductions 
for bonds. Men presenting personal 
financial problems were referred to the 
Red Cross for assistance. 


Allotment Problem 

Case 1. F., S/Sgt., age 24, assistant engineer- 
gunner, was wounded in the right hip by a 20 
mm. shell on his 24th mission in the E. T. O. 
area. He was returned to the United States 
for convalescence. 

It was discovered during the screening inter- 
view that he had gone overseas before depend- 
ency benefits were extended to enlisted men of 
the first three grades. Neither he nor his wife 
had received information concerning the addi- 
tional financial benefits for which they were 
eligible under the new regulations. The patient 
was married and had one child when he was 
sent overseas. The difference between the 
amount the patient received for monetary allow- 
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TABLE 2. Analysis of Problems Found by Psychological Screening Process in a Non- 
neuropsychiatric Group of 60 Officers and 180 Enlisted Men at an 
AAF Convalescent Center 








Questions or Problems 


Enlisted 


Officers Men 





Financial A fairs: 
Pay 
Insurance waiver 
Allotments 
Financial problems 


28 29 
28 34 
10 11 

5 5 


8 (11%) 71 79 (24%) 


Educational-V ocational Guidance and Testing: 


Vocational guidance 
Educational-vocational guidance 


Psychological Counseling: 


Personality, psychological and situational 


problems 


Family or marital problems ........... 


Personal problems 
Separations from service 


Medical Referrals: 
Neuropsychiatric 
Other medical services 
Request change of CC 


Military Matters: 
Reassignment 
Furloughs or leaves 
Awards of citations 


26 33 
55 80 


32 (45%) 81 (32%) 113 (35%) 


36 44 


a + 6 


12 15 
6 8 
58 (23%) 73 (23%) 


1 


“17 (7%) 


20 25 
5 8 
1 1 


"26 (10%) 34 (10%) 


253 (100%) 324 (100%) 


8 (11%) 
71 (100% ) 





ance in lieu of quarters and dependency benefits 
for which he has been eligible since November 
1943 (over a year ago) was $21 monthly. The 
patient was assisted in making application for 
dependency benefits and making claims for the 
financial loss he had sustained because of lack 
of information on this question. 

Educational or Vocational Guidance. 
Problems of educational or vocational 
guidance accounted for 35% of the 
total service rendered to patients. Ap- 
proximately 45% of assistance given to 
officers and 32% of service rendered 
to enlisted men were included in this 
area. Since a few of the patients were 


likely to be discharged from the service 
in the near future, these questions were 
of paramount interest to them. Many 
of the others were interested in develop- 
ing post-war  educational-vocational 
plans and many of these in turn wished 
to begin studying while still in the army. 

Under the sub-division entitled Voca- 
tional Guidance there was included any 
assistance that was related to job place- 
ment. The guidance work in this area 
depended upon the individual’s educa- 
tional-vocational history, results of 
vocational interest surveys, findings 
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based on aptitude and achievement tests 
and information derived from personal 
interviews. Information concerning 
current occupational trends and oppor- 
tunities was obtained from the reports 
provided by the War Man Power Com- 
mission and the United States Employ- 
ment Service. The War Department’s 
Separation Manuals were used in evalu- 
ating and classifying army training and 
experience in terms of possible civilian 
occupations. The patient also was noti- 
fied of the employment service provided 
by the veterans division of each United 
States Employment office, the United 
States Civil Service Commission and 
various state and local employment or- 
ganizations. The patient is informed 
of the procedure to follow in applying 
for his former civilian job when dis- 
charged from the army. The assistance 
that his local draft board will give him 
in this matter is also explained. If a 
report of his military training and ex- 
perience would be of value to the pa- 
tient’s placement, an application for 
such a report is requested through the 
United States Armed Forces Institute. 
Such information is of immediate value 
to those few who will soon be dis- 
charged from the service, but is also 
very important to those who remain in 
the service since it offers them assurance 
and a feeling of security. 

Under Educational Guidance was in- 
cluded those individuals who were 
interested in obtaining additional educa- 
tional or vocational training. The 
guidance offered in this area is based on 
the results obtained from interest sur- 
veys, intelligence and achievement tests, 
specific aptitude tests and the individ- 
ual’s educational-occupational history. 
For those interested in developing their 
post-war educational plans, explanation 
is given of the educational benefits in 
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the G. I. Bill of Rights. For those 
whose service connected disability ap- 
pears to be pensionable, explanation is 
given as to the benefits that can be ob- 
tained from the Veterans Administra- 
tion Vocational Rehabilitation Division. 
If the patient is disabled, but the dis- 
ability is not pensionable, explanation is 
given of retraining that can be received 
under the Federal Vocational Rehabili- 
tation Act. Information is also pre- 
sented concerning the educational- 
occupational benefits offered by the 
various states to their veterans. 

For those who are interested in pur- 
suing correspondence work while in the 
army, information and assistance are 
given concerning courses offered by or 
through the United States Armed 
Forces Institute. If high school or col- 
lege credits are desired for courses such 
arrangements are made. Individuals 
desiring high school or college credit for 
their regular army training and expe- 
rience are assisted in taking the neces- 
sary steps to accomplish this through 
the United States Armed Forces Insti- 
tute. Also patients are directed to 
courses offered by the Center’s Con- 
valescent-Rehabilitation Program which 
would be valuable to them. 


Educational-V ocational Guidance 


Case 2. J., 2nd Lt., age 25, B-24 pilot, sus- 
tained a fracture of the left humerits and right 
radius as a result of a jeep accident in Africa. 
He was hospitalized and returned to the United 
States for convalescence. 

During the screening interview the patient 
revealed a deep concern over his inability to 
select a postwar occupational goal. He wel- 
comed an offer of vocational testing and guidance. 

The patient was a high school graduate with 
majors in mathematics and science. Before 
entrance into the army he had held only unskilled 
jobs. Now he was anxious to improve his occu- 
pational qualifications. For some time he had 
been considering the possibility of attending col- 
lege after the war, but beyond that he had made 
no specific plans. : 

The Kuder Preference Record was admin- 
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istered and the results revealed a high interest 
in mechanical, computational and scientific fields. 
On the Otis Self-Administering Test of Mental 
Ability he obtained an I. Q. of 132. After coun- 
seling, in which these tests and other personal 
data were considered, it was felt that college 
training in engineering might be a suitable objec- 
tive. The Moore, Lapp and Griffin Engineering 
and Physical Science Aptitude Test was admin- 
istered. On college norms for this test the 
patient’s score placed him in the 85th percentile. 
The patient now felt engineering would offer a 
satisfactory occupational goal. Following this 
he contacted several universities in order to ob- 
tain information concerning engineering courses 
and entrance requirements. When the patient 
was discharged from the convalescent center he 
was making definite post war plans to secure 
training in engineering under the G. I. Bill of 
Rights. 

Psychological Counseling. This 
group involved approximately 22% of 
all the questions and problems encoun- 
tered in the screening. In the sub-divi- 
sion, Personality and Psychological 
Problems, there was placed such cases 
as alcoholics, inadequate personalities, 
psychoneurotic disturbances, speech dis- 
orders, inferiority complexes, post- 
psychotics and _ illiterates. Also in- 
cluded were cases involving nostalgia, 
feelings of “failure” or “letting others 
down,” anxiety, mild depression result- 
ing from the loss of friends, loss of self- 
confidence, resentment and reaction to 
army treatment and routine, feelings of 
frustration, racial prejudice, concern 
over disfigurement or disability, and ten- 
sion or fatigue from long hospitaliza- 
tion. With these cases psychotherapy is 
used with the purpose of releasing emo- 
tional tensions, developing insight and 
inducing constructive action. 

The sub-division called Situational 
Problems included those personal prob- 
lems and maladjustments resulting 
from environmental factors which were 
disturbing but had not produced as yet 
more than a temporary effect upon the 
individual’s personality. In this group- 
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ing were placed problems pertaining to 
loss of baggage or equipment, legal 
matters and actions, complaints con- 
cerning treatment, or service and dis- 
ciplinary problems. Family or marital 
problems involved divorce actions, legal 
separations, dependency problems, ma- 
ternity care for the wife, medical care 
for dependents, problems of marital 
adjustment and inquiries by family or 
friends. 


Family Problem 


Case 3. A., Sgt., age 22, engineer-gunner 
B-24, received a head injury when in the South- 
west Pacific and was returned to the United 
States for convalescence. The patient is married 
and has two children whose ages are 18 months 
and 30 months. When interviewed he was 
worried about the possible pregnancy of his wife 
and a skin infection which his older child had 
had for six weeks. Arrangements were made 
at an army hospital near his home to examine 
the wife and child. 

On examination it was indicated the wife was 
pregnant. When this report was received the 
patient was informed of the maternity care avail- 
able to his wife through the Emergency Mater- 
nity and Infant Care Plan (EMIC Plan). He 
decided to make application for the benefits 
available under this plan and assistance was 
given him filing for such care. The wife was 
accepted on the receipt of the application and 
after this the patient’s anxiety in the matter sub- 
sided considerably. 

The child’s skin disturbance was diagnosed 
and treated successfully. It was also suggested 
to the patient that the two children receive im- 
munization treatment which was available at 
the same hospital. The children were vaccinated 
for smallpox and also received immunization 
against diphtheria. 


Under the sub-division of Separation 
from Service items considered included 
mustering out pay, retention and con- 
version of insurance, discharge papers, 
discharge buttons and applications for 
pension and final pay. Other topics dis- 
cussed with the patient were related to 
reinstatement in his former civilian job, 
placement in a new job, obtaining edu- 
cational benefits from the G. I. Bill of 
Rights, retraining under disabled Vet- 
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erans Rehabilitation Act, securing 
financial loans through provision of the 
the G. I. Bill of Rights, obtaining un- 
employment compensation, registering 
with his local draft board, receiving 
additional medical treatment or hospi- 
talization and similar items. Informa- 
tion is given concerning civilian agen- 
cies which were organized to assist the 
veteran, such as the United States 
Employment Service, veterans service 
centers, United States Civil Service 
Commission, American Red _ Cross, 
Veterans Administration, and various 
state organizations. Consideration is 
given to the personal readjustment 
problems the individual will face in his 
return to civilian life. This includes an 
interpretation of his disabilities, his 
capacities, civilian freedom and obliga- 
tions, family and economic obligations 
and civilian sources of assistance for 
veterans. 

Medical Referrals. For the officer 
group this category constitutes about 
11% of the services rendered and for 
the enlisted personnel approximately 
7%. Most of the referrals to the neuro- 
psychiatric service were mild opera- 
tional fatigue cases and marital prob- 
lems. Most of the operational fatigue 
cases had been undiscovered or un- 
treated because of a heavy case load in 
previous hospitals or because the indi- 
vidual presented other symptoms which 
demanded primary care and treatment. 


Operational Fatigue 


Case 4. L., S/Sgt., age 20, B-17 tail gunner, 
received multiple flak wounds in the buttocks 
and lower abdomen while on his ninth mission 
over Europe. He was hospitalized for the flak 
wounds and returned to the United States for 
convalescence. Before he returned his mother 
died, six of his crew were killed and information 
was received which reported the death of several 
of his close high school friends. 

When the patient was interviewed he appeared 
moderately depressed and mildly apathetic. He 
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reported his appetite was poor, sleep was light 
and disturbed by distressing dreams and a tired- 
ness every morning. He was twenty pounds 
underweight and very reactive to noises. He re- 
vealed a suppressed irritability and a general loss 
of interest in everything. He was avoiding all 
types of social contacts and remaining very 
seclusive. 

The patient was referred to the psychiatrist 
and the additional diagnosis of “operational 
fatigue, mild; depressive reaction” was made. 
After two months of treatment and convales- 
cence the patient had recovered from the opera- 
tional fatigue symptoms and was able to return 
to duty. 


Referrals to other medical services 
resulted from temporary illnesses re- 
ported by the patients during their inter- 
views or from problems related to their 
disability. The medical officer in charge 
of the case is notified of the patient's 
attitude and problems. Request to 
change convalescent centers is usually 
based on the desire of the patient to be 
nearer his home or the desirability of a 
warmer or drier climate. 

Military Matters. Many of the prob- 
lems in this area result from the dis- 
abilities which prevent the patient from 
returning to his former army job. With 
these cases a _vocational-educational 
study is made and the findings reported 
to the liaison officer from Personne! 
Distribution Command. The question 
of furlough and leaves also appeared in 
this category and if the request appears 
legitimate a referral is made to the 
medical officer in charge of the case. 


Problem Involving Military Matters 


Case 5. Z., S/Sgt., age 23, B-17 gunner was 
hit on the right leg by flak while on his eighth 
mission over Europe. Because of this injury he 
was permanently grounded. When interviewed 
he was facing the problem of selecting a new 
army assignment. Because of his inability to 
solve this problem the patient felt very insecure 
and worried. This in turn impeded his convales- 
cence and recovery. 

A study was made of the patient’s education, 
vocational interests, civilian occupations and 
certain aptitudes. Previous to the patient’s en- 
trance into the army he had worked as a ma- 
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chinist. He thought he might be interested in 
doing something related to this occupation when 
he returned to duty. Army mechanical aptitude 
and information tests were administered and he 
obtained scores which placed him high in all of 
these tests. In view of the test results and his 
previous interest and experience the patient de- 
cided to seek some assignment in the mechanical 
field. 

The information obtained along with the case 
history was given to the liaison officer from Per- 
sonnel Distribution Command. This office dis- 
cussed with the patient the openings now avail- 
able in this field. The patient with the guidance 
provided selected an assignment. A report was 
sent to P. D. C. requesting that the patient be 
considered for the assignment which he had 
selected. 


SUMMARY 


All patients at the AAF Convalescent 
Center, Pawling, N. Y., are screened by 
the psychologist after they have been in 
the Center for two weeks. The purpose 
of the screening is to discover and assist 
patients with personal problems so that 
they may obtain maximal benefits from 
the convalescent-rehabilitation program. 
Initial screening service consists of an 
individual interview which is approxi- 
mately one-half hour in length. Addi- 
tional interviews may be scheduled. If 
assistance other than that provided by 
the screening service is needed, referral 
is made of the case to other offices or 
agencies. 

The data presented were derived 
from screening results obtained from 
240 patients. The findings revealed 
that four out of every five patients in- 
terviewed presented one or more prob- 
lems. Of these problems one out of 
four was a major problem. One officer 
in five and one out of every three en- 


listed men were referred to other offices 
or agencies for assistance. Of the total 
number of problems that arose during 
the screening process a fourth pertained 
to financial matters, a third were educa- 
tional-vocational problems, a fourth 
were psychological or situational prob- 
lems, while 8% were medical referrals 
and 10% involved military matters. In 
addition to the results revealed statis- 
tically it was observed that the patients 
frequently expressed their appreciation 
for the individual concern and interest 
shown in their case even though they 
had no specific problems. 

The screening process contributes to 
the total rehabilitation of each patient. 
Through the screening service personal 
affairs and problems receive attention 
and care, difficulties with army matters 
are cleared, previously unnoted or un- 
revealed neuropsychiatric and medical 
problems are discovered and treated, 
guidance is given concerning vocational- 
educational aptitudes and objectives and 
through all of these services the patient 
achieves a better all-around adjustment. 
These services along with all others 
offered by the Center provide the dis- 
abled returnee with a mental and phys- 
ical rehabilitation program which gives 
him the finest medical-surgical treat- 
ment available, freedom from worry, 
recognition as an individual and oppor- 
tunities to establish and develop long 
term life objectives. With such care 
and treatment the patient will return to 
duty as a better soldier and better 
citizen. 
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DIRECTIVE PSYCHOTHERAPY: IV. THE THERAPEUTIC 
IMPLICATIONS OF THE CASE HISTORY 


FREDERICK C. THORNE 
University of Vermont 


INTRODUCTION 


It is of both theoretical and practical 
significance to consider the relation be- 
tween adequate case-history taking and 
rational psychotherapy. In modern 
medical science there is almost unani- 
mous agreement that obtaining an ac- 
curate case history ranks in importance 
with careful physical and laboratory 
examinations in reaching the correct 
diagnosis which is essential for rational 
treatment. No exact understanding of 
either physical or mental dysfunction is 
possible without a detailed investigation 
into the etiology and developmental his- 
tory of the pathological process. Kar- 
nosh and Zucker(5) have aptly stated 
the general principle as follows: 

“The understanding of human behavior is 
a complicated subject for it must include an 
inquiry into every remote phase of the in- 
dividual’s life history, some of it involving 
very intimate and personal matters. This 
longitudinal study of the patient’s personality 
through space and time together with a 
knowledge of the immediate mental and phys- 
ical state, constitutes the psychobiological 
method of recognizing the nature of mental 
disorder.” 


Sadler(9) states, 


“From every standpoint the physical ex- 
amination, clinical and laboratory tests, emo- 
tional analysis, and personality study—from 
the time the history is started until the patient 
or his family are given a diagnosis and the 
therapeutic procedures are outlined—should 
be thoroughgoing and exhaustive, embracing 
every item entering into a conscientious and 
scientific investigation. I make it a rule not 
to undertake to formulate a diagnosis or to 
plan the therapeutic management of a case 
if the adult neurotic patient is not willing to 
submit to this careful preliminary study.” 





Such opinions are typical of modern 
psychiatric practice which places major 
emphasis on the taking of objective and 
detailed case histories. 

In contrast with the other psycho- 
logical sciences, clinical psychologists 
have directed relatively little attention 
to the theory and technique of history 
taking. The explanation for this situa- 
tion lies both in the training of the clin- 
ical psychologist and the conditions in 
which he has worked in the past. By 
training, most experimental psychol- 
ogists are more familiar with imper- 
sonal laboratory techniques and statis- 
tical methods than with clinical field 
work. Relatively few graduate depart- 
ments offer practical training oppor- 
tunities in which the student learns 
more than routine intelligence testing. 
Rarely is provision made to orient the 
student concerning the practical clinical 
methods which have been developed in 
the medical sciences and particularly 
psychiatry. 

Until the recent development of the 
fields of counseling and _ vocational 
guidance, clinical psychologists had rel- 
atively little opportunity to engage in 
clinical activities other than psycho- 
logical testing. The institutional psy- 
chologist working under psychiatric 
direction was not encouraged to par- 
ticipate in clinical activities other than 
testing and research. Psychiatrists 
have been generally unwilling to permit 
clinical psychologists to aid in history- 
taking or psychotherapy and instances 
are on record in which noted psychi- 
atrists have instructed young residents 
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to “keep the psychologist in her place.” 
This situation is paradoxical in view of 
the fact that psychiatric social workers 
(many of whom have a less compre- 
hensive theoretical and scientific back- 
ground than the Ph.D. in psychology) 
are being extensively utilized in many 
clinical functions. 

One of the objectives of this paper is 
to provide an elementary introduction 
for students of clinical psychology to 
the theory and use of the case history as 
a method of clinical examination and 
its relation to rational psychotherapy. 
In the search for briefer methods of psy- 
chodiagnosis and psychotherapy there 
has been some tendency to minimize the 
importance of an adequate case history. 
Although the accurate and detailed case 
history is still the most valid and re- 
liable device at our disposal for evalu- 
ating the longitudinal development of 
the individual, psychologists have 
largely failed to study and utilize the 
method in clinical practice but have 
spent much time and research in de- 
veloping less effective substitutes such 
as personality inventories, attitude ques- 
tionnaires, rating scales, etc. It is our 
opinion that every clinical psychologist 
should be trained and become adept in 
the taking and evaluation of the case 
history irrespective of the type of prac- 
tice which he expects to engage in. The 
opinion stated by Rogers(8) that the 
obtaining of a case history is nonessen- 
tial or contraindicated in non-directive 
counseling and psychotherapy appears 
extreme and considerable harm would 
result if. it was accepted universally. 
There is need for extensive objective 
research in elucidating the use of the 
case history in both directive and non- 
directive clinical methods. 





THEORETICAL CONSIDERATIONS 


Accurate Diagnosis. It seems ele- 
mental that rational treatment cannot 
be planned and executed until an ac- 
curate diagnosis has been made. 
Among the diagnostic errors which can 
be made in the absence of a reliable 
case history are (a) reacting to super- 
ficial appearances, (b) superimposing 
preconceived theories which have no 
valid application, (c) reasoning from 
false premises and inadequate evidence, 
and (d) faulty corroboration of facts. 
The validity of the clinical method de- 
pends upon the gathering of all possible 
relevant facts without which no reliable 
evaluation can be made. Instead of 
trying to find the facts to fit some pre- 
conceived theory, it is necessary to find 
a theory which will fit the facts." The 
notorious unreliability of mental pa- 
tients because of their lack of psycho- 
logical insight renders it essential to 
verify all assertions through cross-ques- 
tioning and reference to independent 
sources of information. 

In psychological diagnosis it is neces- 
sary to elaborate the exact sequence of 
cause-effect relationships in order to de- 
termine whether the behavior disorders 
have occurred as a reaction to environ- 
mental stimulation or are secondary to 
pathological lesions. In a situation 
where different etiological factors may 
produce an identical result and where 
one etiological factor may elicit differ- 
ent personality reactions in different 
individuals, it is essential to secure 


1. Since the discovery of such mental mecha- 
nisms as repression, sublimation, conversion, 
displacement, regression, etc., it has become 
easy to jump to conclusions in perceiving some 
mechanism in operation in each individual case. 
One of the most pertinent criticisms of psycho- 
analysis has been that the facts of the past his- 
tory are too frequently interpreted according to 
Freudian theory with the result that many in- 
nocent actions are given sinister significance. 
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enough case history to elucidate the de- 
velopmental sequences involved in each 
particular case. 

It is occasionally possible to make a 
snap diagnosis through recognition of 
pathognomonic signs or clinical intui- 
tion, but the experienced clinician 
knows that such diagnoses are more 
often erroneous than true. Conversely, 
the better the diagnostician the longer 
and more detailed will be the case his- 
tory which he takes. With phenomena 
as complex as the factors resulting in 
maladjustment and mental disorder, it 
should be obvious that there are no 
shortcuts to clinical understanding.” 

Some psychologists may even contend 
that it is frequently possible to effect 
a therapeutic result without an inten- 
sive investigation of the factors re- 
sponsible for the disorder. Such a 
principle of treatment was involved in 
the medical “shotgun” prescription or 
patent medicine so popular in the last 
century which consisted of concoctions 
of many different drugs compounded in 
the hope that one would be effective. 
It is true that if a patient with pneu- 
monia was put to bed, given symp- 
tomatic treatment, and provided with 
adequate fluids and diet that he would 
recover in a large percentage of cases 
without ever having a rational diag- 
nosis made. It is also true that many 
psychological disorders can be alleviated 
by suggestion, environmental manipula- 
tions, changes of jobs, vacations and 
other expedients in the absence of gen- 
uine insight into pathological mechan- 
isms or exact diagnosis. Unfortunately, 
however, the more serious maladjust- 


2. The history of the development of intel- 
ligence testing may be taken as comparable to 
the development of methods of psychological 
diagnosis. It took many years of clinical ex- 
perience to discover that intelligence was too 
complex to be measured with simple tests. 
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ments do not respond to superficial 
symptomatic treatments and no rational 
plan of treatment can be accomplished 
without a detailed knowledge of each 
individual case history. 

Determining the Truth. Serious psy- 
chological maladjustments are typically 
associated with poor interpersonal rela- 
tionships which eventually result in the 
person’s being referred to some agency 
for study. One must always suspect a 
psychological disorder when a person 
is brought for study by a friend or rela- 
tive, the implication being that his asso- 
ciates feel there is enough wrong to 
warrant study. In any situation where 
serious complaints are made by one per- 
son against another, the demands of 
justice and objective research require a 
thorough investigation of the total 
situation to determine the truth. This 
basic essential of clinical investigation is 
too frequently ignored by the beginner 
who tends to be unduly influenced by 
the story of the person who happens to 
explain his version of the situation first. 
It is very important not to formulate 
any opinion in a case until all the facts 
have been impartially evaluated. 

It is commonplace to discover that 
two apparently irreconcilable stories 
both are rational and logical when 
evaluated from the differing systems of 
values which two individuals may hold. 
Where conflicting systems of values are 
involved one can appreciate the merits 
of both sides of the argument and be 
unable to reach any fair decision. 
Situations such as this are particularly 
common in marriage counseling where 
both parties may be admirable person- 
alities when taken individually but com- 
pletely incompatible together. 


Case 1. Mr. and Mrs. S. were referred for 
consultation because of increasing incompatibility 
by their minister who wished to avoid an open 
break which would result in divorce. The min- 
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ister had attempted counseling but had failed to 
overcome a negativistic attitude in Mr. S., who 
was not a churchgoer and resented interference 
in what he thought was a family matter. 

Mr. S. happened to be interviewed first. He 
is a rather seclusive person who has always had 
a hard life. He has very inflexible opinions con- 
cerning everything from Mr. Roosevelt to his 
wife’s social activities. Feels that Mrs. S. spends 
all her energies gadding about town only to re- 
turn home at night too tired to cook supper. 
Thinks that Mrs. S. cares more for the opinion 
of her friends than for him since she will put 
herself out to make an impression on her friends, 
but is very selfish in relation to the members of 
her family. Feels that Mrs. S. has a very shal- 
low intellect and is intensely annoyed when she 
chatters away about neighborhood gossip. 

Mrs. S. explains her side in an equally con- 
vincing manner. She says that she is deter- 
mined to enjoy life. Life is too short to sit home 
and be conservative. What good is money un- 
less you get some enjoyment out of it? She 
feels that Mr. S. is too conservative. He should 
buy some new clothes and go to the theatre once 
in a while. She points out that he has lost the 
savings of many years investing unwisely and 
wouldn’t it have been better to have used the 
money for pleasure? She excuses her social 
life by saying that she has to do something to 
keep her spirits up. She would go crazy if she 
didn’t get out some time. Nobody is going to 
keep her from having a good time. 

Clinical impression: It is apparent that we 
are dealing with deeply conflicting philosophies 
of life, each of which is internally consistent and 
understandable. Both Mr. and Mrs. S. are 
mentally healthy, worthy individuals but their 
systems of values are so incompatible as to cause 
constant bickering. Each understands the other’s 
viewpoint fairly well, but neither wishes to 
change his own sufficiently to permit at least a 
superficial reconciliation of interests. 


It would be both unfair and unwise 
in such cases to reach any decision or 
formulation without hearing both sides 
of the dispute. It therefore becomes a 
necessity to check all significant facts 
from as many impartial sources as pos- 
sible. Since it is imperative to check 
every statement made by a mental case, 
the case history cannot be taken in too 
careful and detailed a manner. 

Detection of Misinformation and 
Illogical Thinking. It is of the utmost 
importance to discover the illogical 
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premises upon which unhealthy thinking 
is based. Sometimes the source of the 
difficulties becomes obvious after a 
short interview but more commonly it 
requires persistent and careful question- 
ing to obtain the complete history which 
is necessary for any exact understand- 
ing of the situation. Since the patient 
himself is usually unable to correct 
irrational thinking or to discover 
sources of error, it becomes important 
to develop some systematic method of 
sampling each area of maladjustment 
so that a comprehensive cross-section of 
the personality is explored. Personality 
inventories and questionnaires have 
some value in rapidly sampling a wide 
area of responses but they are decidedly 
inferior to the skilled examiner who is 
able to painlessly elicit the vital in- 
formation through experienced judg- 


ment in knowing which leads to follow 
up. 

Case 2. J. B., female, age 46, married. Re- 
ferred to the clinic because of persistent yomit- 
ing and vague abdominal complaints “for years.” 
Preliminary questioning quickly elicited the his- 
tory that her first vomiting attacks occurred the 
first week after her marriage at age 19. Her 
husband approached her roughly on the wedding 
night and she experienced much pain and an- 
guish. Her sex difficulties during the first week 
were climaxed with the discovery that her hus- 
band had gonorrhea and she had become infected. 
She became sick to her stomach and began 
vomiting.® 

The material uncovered during the next three 
interviews consisted chiefly of graphic details of 
all the unnappy experiences sne had passed 
through in her 27 years of childless, loveless 
marriage. She related this material listlessly as 
if it was an old story. No improvement occurred 
in her daily vomiting attacks or dyspepsia. 

During the fifth interview, the examiner asked 
her to relate the exact details of her diet and 
other habits of daily life. It was discovered that 
she had the habit of drinking several large 

3. It would have been easy to terminate the 
questioning at this point after jumping to the 
obvious interpretation that the symptom of 
vomiting represented a symbolic rejection of ‘her 
husband. Doubtless this interpretation had been 
reached many times before without resulting in 
any amelioration of symptoms. 
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glasses of hot lemonade at frequent intervals “to 
settle my stomach.” Many years before a doctor 
had told her to do this. Since hot lemonade is 
an emetic, she was advised to discontinue this 
habit. Her vomiting improved immediately. 

It was only after several hours of 
probing that the crucial information 
was obtained which explained one of 
her symptoms. Although she had re- 
lated her story many times before, no 
one had happened to uncover the facts 
concerning her erroneous treatment of 
drinking hot lemonade. 

Differentiating between Functional 
and Organic Complaints. The clinical 
psychologist should be constantly aware 
of the danger of treating organic com- 
plaints which require medical attention 
as being functional in etiology. In the 
same manner as his training in organic 
pathology frequently predisposes the 
medical physician to minimize psycho- 
genic factors, the purely psychological 
training of the psychologist makes him 
insensitive to the possibility of organic 
pathology. It is invaluable for the clin- 
ical psychologist to learn the rudiments 
of organic pathology and symptom- 
atology and to participate in clinico- 
pathological conferences with physi- 
cians and psychiatrists in order to gain 
enough knowledge so as to be able to 
recognize the grosser evidences of or- 
ganic disease. The clinical psychologist 
must demonstrate good clinical judg- 
ment in not allowing his limited knowl- 
edge to lead him into fields in which 
by training he is incompetent to work. 

The case history is most important in 
determining the organic or functional 
nature of the complaints. Symptoms 
present for years without material 
change in the condition of the patient 
suggest functional disorders, whereas 
sudden or abrupt personality changes 
may suggest a rapidly developing or- 
ganic lesion. The history of the onset 
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of a disorder in relation to psychic 
stresses or emotional disturbance sug- 
gests functional or psychosomatic dis- 
order. The histories related by neurotic 
patients are frequently vague, ill- 
defined, bizarre, inconsistent and un- 
clear, whereas organic syndromes are 
usually clear-cut, well-defined, consist- 
ent and conform to known patterns. 
The neurotic gives exaggerated com- 
plaints about minor symptoms, he over- 
reacts to pain, is excessively sensitive to 
inconsequential stimuli, and presents 
peculiarities and idiosyncrasies differ- 
ing from known patterns. Alvarez(1) 
points out that organic symptoms are 
frequently inconstant and appear in re- 
lation to definite stimuli, while many 
neurotics complain of constant severe 
symptoms which are associated with 
much anguish. There can be no substi- 
tute for the information and direct 
observation of the client which are ob- 
tained while the history is being taken. 
Valuable insights concerning the total 
personality would be lost if this part of 
the examination were eliminated or in- 
expertly performed. 

Establishing Rapport. The manner 
of eliciting the case history is directly 
related to ease and efficiency with which 
rapport is established. The first minutes 
of clinical contact may be strained and 
embarrassing for the client as he begins 
to relate the most intimate details of 
life to a total stranger. The efficient 
elicitation of the case history not only 
provides a natural method of making 
professional contact with the client but 
also tends to make him less self-con- 
scious and uncomfortable as his atten- 
tion is distracted to the problem of 
answering questions intelligently. If 
the history is elicited painlessly it is pos- 
sible to build up a degree of rapport in 
a few interviews which would take 
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much longer in any other social situa- 
tion. The client naturally develops rap- 
port very quickly with some one who 
knows so much of the intimate details 
of his life. 

Too much emphasis cannot be laid 
upon the fact that the client gets his 
first impression of the clinician from the 
initial interviews while the history is 
being obtained. The client will usually 
react unfavorz ‘ly to anything unnatural 
or disturbing which occurs during this 
introductory period. The psychologist 
would do well to assume a passive, non- 
directive attitude during the initial con- 
tacts, interjecting only enough to elicit 
a coherent history.* 

Desensitization. Under our present 
inadequate system for referring prob- 
lem cases, many clients do not reach the 
psychiatrist or psychologist until all 
other resources have failed. It is un- 


fortunate that most people believe that 


conditions must indeed be serious if one 
has to request psychological treatment. 
For these reasons it is important to give 
every client opportunity to uncover the 
fears and anxieties which have led to 
the clinical contact. It is necessary 
to discover (a) why this patient is 
anxious or terrified, (b) how did the 
fear originate, and (c) what can be 
done to relieve or reassure him. These 
questions are all usually answered if the 
history is obtained in enough detail and 
the client may begin to feel relief if the 
questioning is carried out in a manner 
satisfying to him. The client begins to 
establish immunity against psychic pain 
and emotionalism as he is led to discuss 
his problems objectively for the first 
time. 


4. In our opinion, it is desirable to obtain a case 
history whether one desires to utilize directive 
or non-directive methods of counseling. We do 
not see that the obtaining of a case history with 
a minimum of direction is incompatible with non- 
directive methods. 
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Many patients have made a great 
effort to keep their weaknesses and 
sufferings secret in the mistaken belief 
that to reveal them would be cowardly 
or depreciating as regards self-esteem. 

Case 3. Mary is a junior at the university. 
Two years ago she inadvertently learned that 
she was illegitimate, having been born several 
months before her mother’s marriage to the man 
she had always thought of as her natural father. 
Following this disclosure she became seclusive, 
withdrew from sorority and club life, and lost 
interest in academic work. She had frequent 
crying spells at night and was particularly dis- 
turbed over what she thought was her obliga- 
tion to break off her engagement to a flying 
officer overseas. Only the fact that she did not 
wish to desert him in his hour of need had kept 
her from terminating the engagement. 

Rapid relief from the anxiety occurred with 
the first interviews. She had not known how 
common illegitimacy is and that it has no par- 
ticular significance other things being equal. 
She was relieved to know ‘that others had 
worked through the same situation and achieved 
a satisfactory solution. 

The first step in achieving desensiti- 
zation is to ventilate the whole complex 
in such manner that values are seen in 
true perspective. The client finds that 
the counselor is neither censorious nor 
moralistic. What previously had seemed 
to be insuperable now becomes but one 
of the trials which every human expe- 
riences sooner or later in life. The 
client learns that others have had similar 
troubles and that effective solutions are 
possible. What had previously been a 
closely guarded weak point or secret is 
now evaluated to see whether it can be 
made into an asset rather than a 
liability. 

We make it a point to reassure th 
patient that many behavior problems are 
alarming but not dangerous, annoying 
but not detrimental to mental health. 
Many people magnify their problems to 
such gigantic proportions because of 
misinformation or superstition that 
great relief is obtained by presenting 
simple factual explanations which can 
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be easily verified by the client if he does 
not wish to completely trust the psychol- 
ogist. It may be of great value to dis- 
cuss the cases of third persons who 
have had similar difficulties to the client 
with the objective of illustrating that 
such problems are not life-and-death 
matters and that good solutions are 
known. 


Case 4. T. F., male, age 25, single. Referred 
for consultation by urologist because of dull 
bladder pain occurring as bladder becomes dis- 
tended and relieved by urination. Complaint 
gradually worse for last 7 years. Says that it 
has worked on his nerves until he can’t stand it 
much longer. Unrelieved by medications, ure- 
teral dilatations, prostatic resection and bladder 
washings. 

Says that bladder trouble first started at age 5 
in first grade. He had a very disagreeable 
teacher who terrified him by her cruelty from 
the first day. He was afraid to ask to be ex- 
cused and held his water for hours until recess. 
Got along fairly well until age 17 when worked 
under a strict boss who “Balled me out all the 
time.” Rejected for military service in 1941 
because got “all nerved up and couldn’t make 
water” at the induction station. Secured mill 
job but had to leave his bench frequently to 
urinate because of bladder discomfort. Couldn’t 
urinate in front of others. Felt uncomfortable 
in mill job and wants to get quiet job working 
alone. 

Reacted quickly and favorably to explanations 
of the psychosomatic nature of the disorder, re- 
assurance that symptoms were all functional and 
annoying but not dangerous, and that his bladder 
complaints and inability to urinate in public were 
related to emotional instability conditioned by 
childhood experiences. 


During the taking of the case history, 
it became apparent that T. F. was 
securing considerable relief from the 
desensitizing experience of relating ex- 
periences which had been both embar- 
rassing and shameful to him to a coun- 
selor who was able to reassure him with 
convincing explanations that his troubles 
were understood, not seriously danger- 
ous to health, and susceptible to known 
methods of treatment. 

Catharsis and Abreaction. For what- 
ever therapeutic values there may be in- 
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volved, the taking of a detailed case 
history provides opportunity for cathar- 
sis and abreaction in the client. It is 
never possible to determine which cue 
is going to open the floodgates to an un- 
inhibited flow of material which the 
client needs to ventilate. Many persons 
find it difficult and unnatural to blurt 
out their complete story to a stranger 
during the first moments of clinical 
contact but their confidence and trust 
grows as they find it possible to relate 
their troubles in a friendly noncritical 
environment. One of the values of the 
psychoanalytic technique is that it pro- 
vides a leisurely method for intensively 
exploring the depths of personality 
under conditions conducive to the un- 
covering of all pertinent material. 
There can be no effective short-cut for 
the detailed and continuing case history 
without which no deep understanding 
of the personality is possible. 

The phenomenon of abreaction can be 
objectively studied in many psycho- 
neurotic patients who frequently present 
a convincing array of psychosomatic 
symptoms while discussing disturbing 
experiences during the taking of the 
case history. We commonly witness 
the client suddenly become tense, begin 
to breathe in sighing respirations, as- 
sume an anxious expression with beads 
of sweat on the forehead or upper lip, 
perspire profusely, and develop other 
signs as he discusses the experiences 
which lie at the root of his trouble. This 
situation can occasionally be turned to 
therapeutic advantage by calmly point- 
ing out to the client the relation between 
disturbing thoughts and psychosomatic 
disorders and getting him to admit the 
causal relationships involved. It can 
also be pointed out that the conditioned 
reaction is no longer appropriate since 
the stimulus which originally elicited 





a _— Se SS —— 


re ee ee ee ee ee ae 


 @ 


a Uu~,, 45 oe UOC lC(<ir rh )/_,. Tt Oe ee Om 


DIRECTIVE PSYCHOTHERAPY 


the reaction is no longer present. It can 
be demonstrated that the tendency to 
mull over unpleasant thoughts prevents 
mental healing in the same manner that 
picking at a scab prevents the wound 
from healing. 

Reassurance. People ask for psycho- 
logical help because they have problems 
which are too difficult to solve alone. 
It is reassuring to be able to share one’s 
burden with others. Once having re- 
quested assistance, most people desire 
the most complete diagnostic examina- 
tion which can be made and are dissatis- 
fied with cursory investigations which 
patently do not reach much beneath the 
surface. _ Completeness in obtaining the 
case history is reassuring to the patient 
who is impressed to know of the care- 
fulness of the clinician and flattered by 
his interest. As emphasized by An- 
drews(2) anything which tends to reas- 


sure a patient has therapeutic value in 
building up rapport and winning mutual 


confidence and respect. We must not 
forget that for the patient the solution 
of his problem is paramount and the 
clinician should neglect nothing which 
might have bearing on the case. Most 
patients expect that a detailed history 
will be taken and are quite naturally 
suspicious if this is not carefully done. 

Sharing the Burden of Trouble. 
There are a large group of moderately 
maladjusted people who can carry their 
burdens providing that they can receive 
help and emotional support at critical 
moments when the weight of over- 
whelming circumstance seems to be- 
come temporarily intolerable. These 
people exist in a precarious state of psy- 
chological balance in which they are able 
to adjust when things are going favor- 
ably but become discouraged and emo- 
tionally disturbed when circumstances 
grow more difficult. They may be com- 
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pared to overloaded freight locomotives 
which can pull the heavy train on the 
straightaway but need helper engines in 
surmounting occasional steep grades. 

The practicing clinician gradually ac- 
cumulates a group of these cases over a 
period of years who seem to be benefited 
by coming in and relating their case his- 
tory to a professional petson in whom 
they have confidence. It is frequently 
necessary for the clinician to do nothing 
more than just sit and listen or to give 
expressions of sympathy and offer to be 
available in case of emergency. Al- 
though it is the objective of treatment 
to make the patient as independent and 
psychologically self-sufficient as possi- 
ble, even the most integrated person has 
moments of insecurity in which the 
mere presence of a trusted support and 
advisor is reassuring. The patient de- 
rives benefit from sharing his problems 
and knowing that assistance is available 
if needed.® 


Case 5. L. T., female, aged 56, widow. Fol- 
lowing the death of her husband in 1940 she was 
left without adequate financial support to assume 
the responsibility of taking care of an invalid 
daughter and an aged father. She secured a 
rather responsible position involving long hours 
of work meeting the public and which taxed her 
abilities to the utmost. She adjusted well with 
her new responsibilities, acquired a new husband 
ad seemed to be well on the way out of her 
difficulties when in 1943 there occurred a num- 
ber of misfortunes which seemed to be more 
than she could bear. Following the death of 
her father under harrowing conditions, her in- 
valid daughter became psychotic. At about the 
same time her second husband, who was several 
years older, became unable to work and Mrs. T. 
began to have increasing friction with him which 
resulted in separation. As a climax to her 
troubles, she suffered a severe illness which left 
her partially incapacitated for work. 

She was referred by her family physician be- 
cause of deep feelings of insecurity, guilt over 
what she considered her unsuccessful handling 
of responsibilities, and recurrent feelings of de- 
pression. Left alone without relatives she has 

5. The reality of a reasonably large fee usually 


prevents the patient from imposing upon his 
privilege of seeking professional consultation. 
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a great need to confide in someone and feel that 
someone is standing behind her ready to help 
if necessary. 

Mrs. T. calls up for an appointment to discuss 
her problems whenever she feels that they are 
becoming unsurmountable. She has been able 
to continue her work on a limited basis and is 
slowly resuming her former wide range of con- 
tacts. 

Diagnostic impression: Mild reactive depres- 
sion and loss of morale following a series of mis- 
fortunes. Treatment consisted of symptomatic 
therapy, reassurance and providing sympathetic 
understanding and emotional support. 


Many patients derive emotional se- 
curity from the knowledge that someone 
knows their case history. It is not un- 
usual for a patient to insist upon relat- 
ing the past history in much more detail 
than the clinician feels is necessary. 
Where a need to unburden himself is 
shown by the client it is necessary to 
permit such outlet in order to maintain 
good rapport. One of the commonest 
complaints offered as a reason for 
changing professional consultants is the 
fact that the clinician does not investi- 
gate the total situation comprehensively 
enough to satisfy the client or that he is 
unwilling to listen patiently to matters 
which seem important to the client. In 
such cases the clinician is accomplishing 
something by just carrying the client 
over the difficulties of the moment in 
the knowledge that mental balance will 
soon be achieved in the future as the 
environmental situation becomes more 
favorable. 

Inducing Insight. It is hardly pos- 
sible for the patient to avoid perceiving 
causal relationships and gaining insights 
into his maladjustment as the clinician 
systematically elicits a detailed history 
concerning the total life situation which 
resulted in behavior problems. As 
pointed out by Alvarez(1), the eliciting 
of a good history will frequently cure 
some of the milder psychoneurotic dis- 
orders where the patient had never be- 
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fore perceived all the facts in proper 
relation to each other. Not only will a 
carefully taken case history stimulate 
the person to think along new lines con- 
cerning himself but it is frequently pos- 
sible to subtly insert a challenging ques- 
tion which will force the person to 
reorient himself to certain probems. 
The following excerpts from a marriage 
counseling interview illustrate the 
manner in which clients think over the 
course of questioning and try to reason 
out the rationale of the whole proce- 
dure. 


Case 6. Mr. P. came for counseling concern- 
ing what he should do about his second wife 
from whom he was rapidly becoming estranged. 
In the first interview he related a long story 
concerning his wife’s peculiar actions which he 
thought constituted evidence that she was be- 
coming mentally deranged. He admitted no re- 
sponsibility for any of the unpleasant alterca- 
tions which had occurred and attempted to ex- 
plain them all on the basis of his wife’s in- 
stability. 


Mr. P.: You know I’ve been thinking about 
something you said the other night. You asked 
me how it happened that this is the second time 
I’m getting divorced. 

C.: Did you reach any conclusions? 

Mr. P.: Well maybe I’m just not very good 
at picking ’em. 

C.: I wouldn’t say that. I thought your wife 
was very nice what little I saw of her. 

Mr. P.: I know that. She’s all right in her 
own way. It’s just that I can’t get along with 
her .... I got to thinking that may be I’ve 
been a little rough with them. 

C.: What do you mean? 

Mr. P.: I didn’t tell you this before, but one 
night I got home from work and there was no 
dinner ready. I said what’ve you been doing? 
She started jawing back at me and then we were 
at it. I got so mad I turned her up and let her 
have it with a belt. I guess I shouldn’t have 
done it but you should have seen how mad she 
made me. She wouldn’t leave me alone. 

C.: How do feel about it now? 

Mr. P.: I guess any man would have done 
the same thing . . . . I don’t know though. 
Maybe a man shouldn’t do that no matter what 
happens. 


In the short sequence transcribed 
above, Mr. P. has arrived at a partial 
insight in that for the first time his at- 
tention has been directed to the matter 
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of his own responsibility for his marital 
difficulties. He admits that maybe he 
was a little “rough”’ but still attempts to 
rationalize away any blame for his ac- 
tions. In the fourth interview he finally 
reached the point where he could admit 
that he was at least half to blame for 
their difficulties. This result was 
achieved by patient questioning intended 
to bring out the exact events which led 
up to each of his difficulties with 
Mrs. P. 

Many factors related to history tak- 
ing appear to determine the beneficial 
results which frequently are observed. 
First the patient derives some benefit 
from noting the quiet way in which the 
skilled questioner receives even the most 
dramatic revelations. The client is led 
to understand that the circumstances 
which upset him so much may not be 
calamitous after all. Second, the coun- 
selor is given opportunity to insert many 
little explanations, no one of which may 
seem important, but which all reinforce 
each other in producing systematic in- 
sights. Third, the client is led to ex- 
plore many causal relationships and to 
review how he got that way in a quiet 
objective manner which produces in- 
sight. 

Prediction of Behavior. The expe- 
rience of neuropsychiatric examiners 
engaged in Selective Service and Army 
Induction Board work points to the con- 
clusion that an adequate case history is 
the most reliable source of information 
upon which predictions of future be- 
havior can be based. It seems almost 
axiomatic that an individual personality 
can be best understood in terms of de- 
tailed knowledge concerning longi- 
tudinal development and existing pat- 
terns of behavior. The importance of 
the case history is so unequivocally ac- 
cepted in modern psychiatry that it is 
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referred to as the indirect examination 
of the patient as compared with the 
direct examination the objective of 
which is to evaluate the mental status of 
the patient at the moment. The case 
history or indirect examination pro- 
vides the background information from 
which an evaluation or interpretation of 
dynamic factors can be obtained. 

The mental status of a person at any 
particular moment is a resultant of the 
interaction of a large number of 
variables, many of which are discover- 
able through utilization of the clinical 
methods which are available to the ex- 
aminer. To attempt to understand or 
predict behavior without the most 
complete information concerning the 
variable factors determining the be- 
havior pattern is comparable to attempt- 
ing a chemical analysis without making 
tests for individual elements. Inter- 
pretations and predictions of behavior 
cannot be expected to have any high 
degree of reliability unless they are 
based on a thorough knowledge of past 
history as obtained from an adequate 
case history.® 


THE TECHNIQUE OF History TAKING 


Since the objective of the case history 
is to make a longitudinal study of the 
individual’s psychobiological develop- 
ment, it is desirable to obtain informa- 
tion concerning development and ad- 
justment in each of the areas of human 


activity. It will be convenient to elicit 
information more or less systematically 
according to a definite outline. Manuals 
of mental examination methods have 


6. One ef the positive values of the psycho- 
analytic method lies in the fact that the analyst 
can hardly escape achieving deep insights into a 
personality with which he has had frequent in- 
timate contacts over a period of one or more 
years. In this regard, psychoanalysis represents 
the ultimate in case history taking. 
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been written by Franz(4), Kirby(6), 
Cheney(3) and Preu(7) which include 
suggested outlines for questioning elab- 
orated in great detail. An abbreviated 
outline of significant data in the most 
important areas of life which it is 
usually desirable to sample is presented 
in Figure 1. This outline should be ex- 
panded according to the needs of each 
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individual case with an effort being 
made to investigate all possible details 
of development which may conceivably 
be related to present problems. 
Suggestions for Obtaining a Good 
History. 1. There are no shortcuts to 
obtaining a complete history. Do not 
hurry. Allot enough time in the all- 
important first interview to obtain an 





Fic 1. Suggested Outline of Case History 


I. Identifying Data: Name, address, date and place of birth, race, marital status, edu- 
cational status, religion, source of reference, data concerning informants. Mental 
age or IQ if known. 

II. Present Problems: Give an exact account of all present difficulties in chrono- 
logical order of their occurrence. Mention dates, special instances, and direct 
quotations from patient or informants when possible. Do not list delinquency 
or other specific charges unless verifying information is included (or available). 

III. Family History: Include all significant data concerning father, mother, siblings 
and other relatives. Mention names, birth dates and places, occupations, education, 
health, temperament and personal peculiarities. Indicate especially habits such 
as alcoholism, criminal or antisocial tendencies, nervous or mental disorders, 
convulsive disorders, and diseases such as syphilis. 

IV. Past History: 


1, 
2. 
3. 


10. 


11. 
12. 


Circumstances of birth: Pregnancy of mother, conditions of delivery, opera- 
tive interference, complications of birth. 

Developmental History: Age of sitting, standing, walking, talking, bladder 
and bowel control and any other significant data. 

Medical History: Nature and dates of childhood diseases, injuries, accidents 
and operations. Statement of growth characteristics, nutrition and general 
health. Attitudes toward own health. 

Educational History: School progress, highest grade attained and at what age, 
aptitudes and disabilities, marks, attitudes toward teachers and schoolmates, 
disciplinary problems, educational goals. 

Emotional Development: General characteristics of emotional life, predominant 
moods, stability and excitability, special problems such as temper tantrums or 
phobias, emotional conditionings and attitudes toward others. 


. Sex Life: Age when first manifested, pattern of development, autoeroticism, 


homosexual tendencies, heterosexual adjustment, love affairs, marital adjust- 
ment, special problems. 

Social Development: Degree of sociability and adaptibility. Play life, recrea- 
tion and diversions. Self-confidence, dominance and submission. Patterns of 
social life, social acceptance by others. social tendencies, criminal record, 
continued maladjustment. 

Work History: Nature and dates of employment, steadiness and quality 
of work, attitudes toward work, frequency of job changes and reasons, future 
plans. 

Family Life: Attitudes and conduct toward parents, siblings, relatives, wife, 
children. Response to authority, criticism, little irritations. Previous engage- 
ments, separations, divorces and reasons. Statement of general compatibility 
or areas of disagreement. 

Personal Habits: Eating, sleeping, play, work, sex, alcohol, drugs, tobacco. 
Behavior problems such as lying, stealing, truancy, stuttering, stammering, 
enuresis, tics, mannerisms. 

Attitudes Toward Self: Inferiority feelings, dominant traits, neurotic dis- 
ability, personality development, goals. Mental health. 

Socio-Economic Status: Economic level, unemployment, contacts with social 
agencies, living quarters, social level, reputation in neighborhood. 
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adequate orientation to the client’s 
problems. 

2. Let the patient tell his own story 
with a minimum of suggestion or direc- 
tion. 

3. After the basic outlines of the 
problem are visualized or if the client 
has difficulty in telling a coherent story, 
elicit further details according to some 
such outline as is given in Figure 1. 
The use of an outline minimizes the 
chances of overlooking significant data. 

4. Questions should be asked as non- 
directively as possible. By simply ask- 
ing: How? When? Where? Why? 
the significant details can be elicited 
without suggesting specific answers. 

5. Alvarez(1) feels that sex problems 
are best discussed during the first inter- 
view unless there are contraindications. 
Frank, mon sense questions usually 
elicit the same type of @ffswers. 

6. Make certain of the meaning of 
all critical words used by the client. 
Laymen frequently use wordings in 
much different meanings from profes- 
sional connotations. 

7. Transcribe significant or repre- 
sentative samples of the client’s state- 
ments verbatim. The facts in the case 
history should be transcribed as exactly 
as possible so that a third person may 
evaluate them as objective facts. In- 
terpretations made by the psychologist 
should be clearly indicated as such. 

8. It is frequently valuable to ques- 
tion in great detail concerning the 
client’s daily habits of life. What does 
he do in a typical day? 

9. Significant details should be elab- 
orated and checked by systematic cross- 
questioning in order to obtain as com- 
plete information as possible. 

10. Ask the client what he thinks 
and how he feels about significant 
things which have occurred. It is neces- 
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sary to discover not only what happened 
but how the client reacted to it. 

11. It is unwise to hazard a diag- 
nosis without first inquiring what con- 
clusions the client has reached himself, 
and also what other consultants have 
said. 

12. It may take months to obtain all 
the significant details of the case his- 
tory. Each successive interview should 
be the basis for eliciting further detail 
concerning the past history. 

13. When resistance is encountered, 
indirect methods may prove more effec- 
tive than insistent directive questioning. 
It is frequently effective for the clini- 
cian to cite experience derived from 
other cases in which the client may be- 
come so interested as to more freely 
relate the details of his own experience. 


SUMMARY 


Rational psychotherapy depends upon 
a detailed investigation of all the 
etiological factors responsible for mal- 
adjustment or mental disorder. Fhe 
case history is not only the most in- 
formative source of objective evidence — 
concerning the longitudinal develop- 
ment of personality, but it also plays a 
direct role in many of the curative 
processes operative in psychotherapy. 
‘An adequate case history clarifies etio- 
logical relationships, resolves contro- 
versial points, uncovers illogical think- 
ing and misinformation, and aids in the 
differentiation between functional and 
organic complaints. The client derives 
reassurance from the fact that such a 
careful study is being made of his diffi- 
culties and benefits from desensitiza- 
tion, catharsis and abreaction. As the 
details of the case history are elicited 
and brought into perspective, the client 
perceives causal relationships and gains 
new insights concerning the total prob- 
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lem of the organism meeting the en- 
vironment. It is suggested that students 
in clinical psychology should be trained 
concerning the theory and technique of 
case history taking so that they become 
familiar with the use of this most im- 
portant tool in the psychological arma- 
mentarium. 
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Call for Manuscripts 


This Journal is particularly interested in 
stimulating research by psychologists utilizing 
clinical as compared with experimental methods 
of investigation. There is a pressing need for the 
early accumulation of extensive case reports il- 
lustrating the wide variety of diagnostic and 
therapeutic methods which the psychologist is 
trained to utilize. It is only by the development 
of a voluminous clinical literature such as has 
been accumulated in medicine that there will be- 
come available to all workers in the field the 
concentrated experience of generations of clini- 
cians. The recent objectification of the tech- 


niques of nondirective counseling and psycho- 
therapy constitutes a milestone in demenstrating 
that the methods of psychotherapy need not be 
largely intuitive but can be systematically ob- 
jectified. Similar techniques should be evolved 
for objectifying and analysing many other 
methods which have too often remained the 
personal possessions of their originators. This 
Journal would be glad to consider manuscripts 
discussing new clinical techniques, refinements 
of older methods, unusual clinical cases, and all 
other new developments which might prove to be 
of general interest to the profession. 
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INTRODUCTION 


Personality tests may readily be used 
in the measurement of psychological 
understanding of human relations, com- 
patibility, opinion or attitude, and what 
may be called either psychological per- 
ception or empathetic insight. A client’s 
understanding of the psychology of 
human relations may be very important 
to evaluate and the clinical psychologist 
will appreciate the importance of meas- 
uring the factors under discussion. The 
purpose of this paper is to discuss and 
illustrate methods for measuring these 
factors. 

The Measurement of Psychological 
Understanding. It is possible to esti- 
mate psychological understanding (ver- 
stehen psychologie) from the relative 
ability to score high or low on a per- 
sonality test when the subject tries to 
do so. What is sought is the subject’s 
ability to predict or to approximate the 
scoring key. For illustration, in classes 
in mental hygiene and abnormal psy- 
chology it may be more significant to 
secure evidence of understanding of 
maladjustment from ability to get a 
high score in the Thurstone Personality 
Schedule than from ability to pass a 
home-made examination on_ lectures 
and readings about theoretical concepts. 
In administering the schedule for- this 
purpose, the students are instructed: 
“In taking this test, please appear as 
maladjusted as you can. When in 
doubt, consider how a maladjusted stu- 


1. Revised paper originally read at the 24th 
Annual Meeting of the Western Psychological 
Association, July 15, 1944; synopsis in Psychol. 
Bull., 41, 8, 590. 
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dent at the University of Chicago in 
1928 would have answered each ques- 
tion.” By evaluating the test results, it 
is possible to secure valid and reliable 
evidence of psychological understand- 
ing in a shorter time than other methods 
with which we have had experience. 
The use of the term understanding in- 
stead of knowledge will be appre- 
ciated.” 

In choosing psychiatric social work- 
ers, it may be that the ability to sort the 
cards of the Minnesota Multiphasic 
Personality test should be given an im- 
portant place. Perhaps the ability to 
give the reactions of the psychasthenic, 
the invert, and the paranoid is better 
evidence of aptitude or preparation for 
work with these people than letters of 
recommendation and school marks. 

The question which this raises is 
whether we think that we know some- 
thing worth measuring or whether we 
desire simply to abide on the rungs of 
the time-serving institutional ladder 
whereby some persons of probable theo- 
retical knowledge and possibly little 
useful understanding may become psy- 
chologists and psychiatrists. We are 
foregoing important personnel informa- 
tion for selection and training in our 
profession and for the selection, train- 
ing, and placement of interviewers, 
raters, supervisory personnel, deans and 
counselors. The reverse-testing tech- 


nique is also promising for factor anal- 

2. It may be observed that despite increasing 
attention to clinical problems in psychology, 
there is no report of calculated attempts to select 
psychologists for proved understanding of human 
relations rather than upon knowledge (or as- 
sumedly adequate training). 
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ysis: of psychological perception and 
understanding. 

The Measurement of Compatibility. 
The use of personality tests in the 
measurement of compatibility is simple 
or complex depending upon how far one 
wishes to go. Direct comparison of 
personality profiles is basic in personnel 
work, whether executive, advisory, or 
research. However, we are sure only 
of the general principle of similarity, 
and we are deep in doubt over details; 
for example, for marital compatibility 
should the psychotic component be 
matched all along the range? Perhaps 
the question should be this: When what 
other features of the temperament pro- 
file match, may psychotics prove com- 
patible? For many intellectual couples 
today this may be an extremely signifi- 
cant question. 

In respect to marital compatibility we 
are not certain if individual aptitude is 
or is not more important than some bat- 
tery of critical ratios pertaining to simi- 
larities and differences.* However, in 
employment situations the patterns of 
interests are probably more significant 
than those of temperament within the 
middle standard deviations. 

Several years ago in outlining a selec- 
tion technique for a small manufacturer, 
the suggestion was made that he use his 
own responses on the Strong Vocational 
Interest test as a scoring key. It is be- 
lieved that the information secured 
from such a system of matching may be 
more revealing than a comparison of 
total raw, percentile or other scores. 
In any event, the manufacturer secured 
a sales manager (with whom he had to 


3. For answering such questions, I am hope- 
ful of the extensive marital data in the possession 
of Comdr. E. Lowell Kelly, Bureau of Medicine 
and Surgery, Navy Department, and also the 
clinical testing of Roswell H. Johnson, Chief 
Consultant, Institute of Family Relations, Los 
Angeles. 
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work closely) who not only satisfied - 
arbitrary standards of knowledge and 
personality which had been agreed upon 
in advance, but who also was extremely 
similar to his employer in interests, 
tastes, preferences and attitudes. The 
selection proved highly successful to all 
concerned. One can think of many 
other situations wherein a similar pro- 
cedure would seem advantageous, as for 
example in matching the responses of 
presidential applicants with the model 
responses of college faculties. Seri- 
ously, it seems more promising than the 
present laissez-faire trend in the oppo- 
site direction. 

However, adaptability is as real a 
component of compatibilty as a simi- 
larity which may be transient. Adapti- 
bility may plausibly be considered a 
compound of motivation and insight. 
The measurement of insight is discussed 
below but here its relation to compati- 
bility and the unorthodox use of tests 
may be illustrated. After the vocational 
interest test had been given the 
manufacturer’s applicants (supposedly 
naively, although there may have been 
some fudging in the direction of apti- 
tude-for-salesmanship) the manufac- 
turer himself might have appeared 
before the group of assembled applicants 
and delivered a short talk, following 
which the applicants might have been 
asked to approximate his responses to 
both interest and personality questions. 
Psychological perception of the other 
person is certainly a factor in getting 
along with him, given the motive to 
do so; this is the crux of the matter. 
In the measurement of congeniality and 
compatibility, one is warranted in call- 
ing for aid in matching scores and pro- 
files in extensive studies, and in match- 
ing item responses in intensive individ- 
ual studies. Despite all that has been 
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done in the personnel field, the qualifica- 
tions for specific interpersonal relation- 
ships seem little explored. 

The Measurement of Opinion or At- 
titude. Opinion and attitude overlap 
understanding and insight necessarily in 
the same way that a guess involves 
judgment. Distinctions here may be 
determined more by the convenience of 
the observer than by the experience of 
the observed thinker. In an illustrative 
experiment, the writer(2) administered 
the Strong Vocational Interest test to 
a group naively and then again with 
instruction to try to qualify as a typical 
successful male school teacher-admin- 
istrator of the sort from whom Strong 
derived norms on the basis of which 
scoring for this occupation is done. 
Our interest was actually in ability to 
fake scores and a few factors affecting 
this ability, but it might have been in 
the presence or absence of a stereotype; 
it is arbitrary to state whether under- 
standing was measured or opinion. 
Unquestionably in terms of other occu- 
pations we derived the student picture 
of the “mind” of the average male 
school teacher-administrator. 

Furthermore it is conceivable that 
this procedure may successfully camou- 
flage inquiry into attitudes. It would 
be a rarely sophisticated person who 
would balk at trying to demonstrate un- 
derstanding of a group or psychological 
category or even of an individual be- 
cause he suspected his own opinion or 
attitude was being measured. We may 
hypothecate that A’s opinion of B’s at- 
titude toward C reveals A’s attitude 
toward B particularly if A’s attitude 
toward C is known. Frequently there 
is no directly available measure of A’s 
attitude toward B, and no promising 
approach if the relations involve policy, 
i.e., are political, but the attitudes of 


both concerning a third party or set of 
propositions are procurable. It is only 
the additional step of procuring their 
opinions of each other’s attitudes that 
is proposed. 

If one were a chief probation officer, 
for example, one might legitimately 
want all of the measures of his deputies 
so far mentioned. Other things being 
equal, deputies should be capable of 
demonstrating knowledge and psycho- 
logical understanding of the delinquents 
with whom they must work. Perhaps 
even some grounds of compatibility are 
essential in this association. Certainly 
it would be interesting to have their 
opinions of the attitudes of delinquents 
in relaton to more objective evidence 
of what these attitudes actually are. 

The earliest use of this technique was 
by Kelly et al.(1) with a group of the 
writer’s students. The Stanford Mas- 
culinity-Feminity test was administered 
three times—once utterly naively before 
any subjects knew what categories the 
test sampled ; the second time with one- 
half of each sex striving to appear 
maximally feminine while the other half 
of each sex tried their best to appear 
masculine; and on the third occasion, 
this division was reversed. Differences 
were great, and since the test is of high 
validity and reliability, Kelly secured 
good measures of understanding and 
opinion of sex differences. 

Opinion and understanding are in- 
volved in the phenomena of perception 
and it is plausible that psychological per- 
ception may be measured by using per- 
sonality tests in these ways. Most of 
the textbook discussions of perception 
now conclude with rather theoretical 
mention of social perception with no 
mention at all of psychological percep- 
tion. We may speculate that psycho- 
logical perception matures early in some 
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individuals, and that others become psy- 
chologists because of the novelty of de- 
layed perceptions. This merely states 
that among psychologists, as in all other 
occupations, aptitude is ambivalent or 
dialectical. Some enter an occupation 
because its requirements seem easy and 
some because its activities compensate 
for or eradicate fancied or actual deficit. 
There is every reason to believe that 
psychological perception is normally 
distributed ; it is entertaining to specu- 
late concerning just noticeable differ- 
ence steps in different categories of 
behavior observation and to wonder if 
any subjective-objective constants will 
appear. Perhaps in similar later in- 
quiries, the application of psychophys- 
ical concepts may prove more profitable 
than their continued confinement to the 
frame of reference in which they have 
revolved for a hundred years. 

The Measurement of Empathetic In- 
sight. The measurement of specific 
psychological perception is an approach 
to the ability one should expect of the 
clinical psychologist and psychiatrist. 
I refer to the ability to respond in a test 
or rating scale of psychopathological 
traits as other persons might. Recent 
experiments conducted by us with the 
assistance of a J. McKeen Cattell grant- 
in-aid from the Psychological Corpora- 
tion indicate that the reliability of a 
test administered under unorthodox 
direction is comparable to its reliability 
in direct measurement.‘ 

In dealing with ratings we have long 
been aware of the difference between 


4. Validity, while perhaps a problem of defini- 
tion or factor interpretation, would seem plausi- 
ble and straightforward in this situation. A 
person is not asked to take a personality test to 
reveal how he believes the other one to be, but 
rather to show how he believes the other one 
behaves. The other one has already responded. 
The testee either knows his behavior or does 
not, and there is no chance to quibble over the 
question. 


self ratings and observer ratings, and of 
several possibilities in interpretation of 
the differences. The only personality or 
temperament test designed to afford 
these two measures, with two sets of 
norms, is the sensitive Johnson Tem- 
perament analysis.* 


CLINICAL STUDIES 


Brief summaries of two clinical cases 
are offered to illustrate the use of these 
measurement techniques in psycho- 
therapy and counseling. 


Case 1. A bluff and hearty but rather obtuse 
father came for consultation concerning his 
allegedly incorrigible son of 13 years. The boy 
sat and sulked while the father talked loudly of 
how unobserving and disobedient he was. It 
appeared that the father knew the boy’s interests 
and motives thoroughly, whereas the boy was 
unable or unwilling to comprehend his father’s 
wholesome requirements and plans for him. 
Finally I asked the father pointedly if he was 
sure he understood his son better than his son 
understood him. The father answered in the 
affirmative. 

Promptly I seated them across the room from 
each other, each with a copy of the Guilford 
Martin Personnel Inventory.* As soon as each 
had finished the first 50 questions (I had to in- 
terpret 2 or 3 questions to the 13 year old), I 
took the tests away and gave them fresh tests, 
now asking each to answer exactly as he thought 
the other had just answered. The father saw 
that he was on the spot and obviously struggled 
in his judgments. 

The son responded to 42 questions as the 
father had done; the father responded to only 29 
as had his son. The situation was trying for a 
few minutes as I allowed the two to contemplate 
the results. As I told the father later, I should 
not have scored the two papers in the presence 
of both of them if he had been more considerate 
of his son’s ego in advance. The demonstration 
of greater insight on the part of the son was 
almost a shock treatment of the father. The boy 
was actually sorry for his father before I ex- 
cused him in order to tell the father a few trite 
facts about pre-adolescence. 


Case 2. Mr. and Mrs. X came for marriage 
counseling with a complaint of incompatibility 
after two years of marriage. As a part of the 


5. Johnson Temperament Analysis (Weighted 
1943 Edition, and lately revised). California 
Test Bureau, 5916 Hollywood Blvd., Los An- 
geles 28, Calif. 
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counseling technique, both persons took the Guil- 
ford Martin Personnel Inventory, immediately 
followed by a retest in which both attempted to 
duplicate the responses of the other with results 
shown in Table 1. 


TABLE 1. Showing the responses of Mr. and 
Mrs. X on the Guilford Martin Personnel In- 
ventory (150 items) on original testing and on 
retest with attempt of each to duplicate the 
responses of the other. The dash-numbers 
(-3) following raw scores are C-scores, units 
based on standard intervals of the normal dis- 
tribution and ranging from 0 to 10. 


Mr.X Mrs.X 
Weighted true scores: 
2 NS) 28-3 58-7 
Agreeableness ............. 30-4 40-6 
Cooperativeness ........... 70-6 = 62-5 
As judged by mate: 
ae 35-3 65-8 
Agreeableness ............. 35-5 50-8 
Cooperativeness ........... 78-7 88-8 
Accurately judged responses of 
ee PEPCTEE er ee 85 112 
Number of items marked the. 
NES in ot, f'gid eae dik ok a's 90 90 


Of 60 items marked differently 
number thought to be simi- 
OT ha i lc i il at 25 20 


Evaluation of the test results shows that Mr. 
X judged correctly 85 or 56.7% of his wife’s 
responses, while she judged 112 or 74.7% of his 
responses correctly. Of the 60 items marked 
differently by this couple, he judges 25 of hers 
to be like his, while she misjudges 20 of his. We 
may assume that she has a better marital profile 
than he. 

Space precludes reproduction and discussion 
of test items, and counseling of this couple is 
beyond the scope of the present discussion. The 
case is presented because of the beneficial insight 
provided by this part of the diagnosis. It hap- 
pened that Mr. X is quite superior in intelligence 
to Mrs. X. He is also inclined to be somewhat 
more cooperative (the most reliably measured 
category), and he proved so indeed. He became 
intrigued with the results. His wife reports him 
far more considerate and studious of their prob- 
lems so that adjustment seems likely. We at- 
tribute results more to this means of diagnosis 
than to other counseling in this case. 


Following experimental use of many 
tests we have settled upon the Guilford 
Martin Personnel Inventory I° as the 
most effective clinical instrument to be 
used in this manner in marital counsel- 


6. Guilford Martin Personnel Inventory I. 
Sheridan Supply Co., Beverly Hills, Calif. 


ing. Its length, title, items and catego- 
ries are appropriate. Gradually we are 
acquiring a distribution of similarity 
scores; the relation of these to other 
criteria of compatibility will be sought. 
Item analysis should lead to a specific 
test. In many marriage problems, the 
main difficulty lies with the mate who 
may be proved least well to understand 
the other one. 


CONCLUSIONS 


The standard personality tests and 
rating scales may be utilized not only in 
the orthodox manner whereby (a) a 
person rates himself, or (b) a person 
rates another person, but also to meas- 
ure psychological understanding, com- 
patibility, opinions, attitudes, and psy- 
chological perception by (c) requiring 
a person to attempt to respond to a 
test as he believes another person or a 
homogeneous group would do. The 
orthodox usages of personality tests 
may be supplemented by this further 
technique which provides a feasible 
measure of ability to identify the traits 
and views of others. It is suggested 
that this technique has many practical 
applications in psychotherapy, counsel- 
ing of all types, and in the selection of 
all types of professional personnel work- 
ing with clinical problems. The impor- 
tance of developing objective measures 
of psychological understanding or in- 
sight into human relations cannot be 
overemphasized, particularly for intel- 
ligence marital and domestic counseling. 
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PRINCIPLES OF MEDICAL ETHICS* 
American Medical Association 


CHAPTER I 
In General 


THE PHYSICIAN’S RESPONSIBILITY 


Section 1. A profession has for its prime 
object the service it can render to humanity ; 
reward or financial gain should be a subordi- 
nate consideration. The practice of medicine 
is a profession. In choosing this profession 
an individual assumes an obligation to con- 
duct himself in accord with its ideals. 


GROUPS AND CLINICS 


Sec. 2. The ethical principles actuating 
and governing a group or clinic are exactly 
the same as those applicable to the individual. 
As a group or clinic is composed of individ- 
ual doctors, each of whom, whether employer, 
employee or partner, is subject to the prin- 
ciples of ethics herein elaborated, the uniting 
into a business or professional organization 
does not relieve them either individually or 
as a group from the obligation they assume 
when entering the profession. 


CHAPTER II 
The Duties of Physicians to Their Patients 


PATIENCE, DELICACY AND SECRECY 


Section 1. Patience and delicacy should 
characterize all the acts of a physician. The 
confidences concerning individual or domestic 
life entrusted by a patient to a physician and 
the defects of disposition or flaws of char- 
acter observed in patients during medical at- 
tendance should be held as a trust and should 
never be revealed except when imperatively 
required by the laws of the state. There are 
occasions, however, when a physician must 
determine whether or not his duty to society 
requires him to take definite action to protect 
a healthy individual from becoming infected, 
because the physician has knowledge, ob- 
tained through the confidences entrusted to 

* Editor's note: The official Principles of 
Medical Ethics of the American Medical Associa- 
tion is here reproduced with the kind permission 
of Dr. Olin West, Secretary and General Man- 
ager of that association, for the purpose of pro- 
viding for clinical psychologists to study an ex- 
ample of a working system of professional ethics 
which has been slowly evolved over a period of 
many years. 


him as a physician, of a communicable dis- 
ease to which the healthy individual is about 
to be exposed. In such a case, the physician 
should act as he would desire another to act 
toward one of his own family under like cir- 
cumstances. Before he determines his course, 
the physician should know the civil law of 
his commonwealth concerning privileged 
communications. 


PROGNOSIS 


Sec. 2. A physician should give timely 
notice of dangerous manifestations of the 
disease to the friends of the patient. He 
should neither exaggerate nor minimize the 
gravity of the patient’s condition. He should 
assure himself that the patient or his friends 
have such knowledge of the patient’s condi- 
tion as will serve the best interests of the 
patient and the family. 


PATIENTS MUST NOT BE NEGLECTED 


Sec. 3. A physician is free to choose 
whom he will serve. He should, however, 
always respond to any request for his assist- 
ance in an emergency or whenever temperate 
public opinion expects the service. Once 
having undertaken a case, a physician should 
not abandon or neglect the patient because 
the disease is deemed incurable; nor should 
he withdraw from the case for any reason 
until a sufficient notice of a desire to be re- 
leased has been given the patient or his 
friends to make it possible for them to secure 
another medical attendant. 


CHAPTER III 


The Duties of Physicians to Each Other and 
to the Profession at Large 


ArTICLE I. DUTIES TO THE PROFESSION 


UPHOLD HONOR OF PROFESSION 


Section 1. The obligation assumed on 
entering the profession requires the physician 
to comport himself as a gentleman and de- 
mands that he use every honorable means to 
uphold the dignity and honor of his vocation, 
to exalt its standards and to extend its sphere 
of usefulness. A physician should not base 
his practice on an exclusive dogma or sec- 
tarian system, for “sects are implacable des- 
pots ; to accept their thraldom is to take away 
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all liberty from one’s action and thought.” 
(Nicon, father of Galen.) 


MEDICAL SOCIETIES 


Sec. 2. In order that the dignity and honor 
of the medical profession may be upheld, its 
standards exalted, its sphere of usefulness ex- 
tended, and the advancement of medical 
science promoted, a physician should asso- 
ciate himself with medical societies and con- 
tribute his time, energy and means in order 
that these societies may represent the ideals 
of the profession. 


DEPORTMENT 


Sec. 3. A physician should be “an upright 
man, instructed in the art of healing.” Con- 
sequently, he must keep himself pure in char- 
acter and conform to a high standard of 
morals, and must be diligent and conscien- 
tious in: his studies. “He should also be 
modest, sober, patient, prompt to do his whole 
duty without anxiety; pious without going 
so far as superstition, conducting himself 
with propriety in his profession and in all 
the actions of his life.” (Hippocrates. ) 


ADVERTISING 
Sec. 4. Solicitation of patients by physi- 


cians as individuals, or collectively in groups 
by whatsoever name these be called, or by 
institutions or organizations, whether by cir- 
culars or advertisements, or by personal 
communications, is unprofessional. This 
does not prohibit ethical institutions from a 
legitimate advertisement of location, physical 
surroundings and special class—if any—of 
patients accommodated. It is equally unpro- 
fessional to procure patients by indirection 
through solicitors or agents of any kind, or 
by indirect advertisement, or by furnishing 
or inspiring newspaper or magazine com- 
ments concerning cases in which the physi- 
cian has been or is concerned. All other like 
self-laudations defy the traditions and lower 
the tone of any profession and so are intol- 
erable. The most worthy and effective ad- 
vertisement possible, even for a young 
physician, and especially with his brother 
physicians, is the establishment of a well- 
merited reputation for professional ability 
and fidelity. This cannot be forced, but must 
be the outcome of character and conduct. 
The publication or circulation of ordinary 
simple business cards, being a matter of per- 
sonal taste or local custom, and sometimes of 
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convenience, is not per se improper. As im- 
plied, it is unprofessional to disregard local 
customs and offend recognized ideals in pub- 
lishing or circulating such cards. 

It is unprofessional to promise radical 
cures; to boast of cures and secret methods 
of treatment or remedies; to exhibit certifi- 
cates of skill or of success in the treatment of 
diseases ; or to employ any methods to gain 
the attention of the public for the purpose of 
obtaining patients. 


PATENTS AND PERQUISITES 


Sec. 5. It is unprofessional to receive re- 
muneration from patents or copyrights on 
surgical instruments, appliances, medicines, 
foods, methods or procedures. It is equally 
unprofessional by ownership or control of 
patents or copyrights either to retard or to 
inhibit research or to restrict the benefit to 
patients or to the public to be derived there- 
from. It is unprofessional to accept rebates 
on prescriptions or appliances or perquisites 
from attendants who aid in the care of 
patients. 


MEDICAL LAWS-—-SECRET REMEDIES 


Sec. 6. It is unprofessional for a physician 
to assist unqualified persons to evade legal 
restrictions governing the practice of medi- 
cine; it is equally unethical to prescribe or 
dispense secret medicines or other secret 
remedial agents, or manufacture or promote 
their use in any way. 


SAFEGUARDING THE PROFESSION 

Sec. 7. Physicians should expose without 
fear or favor, before the proper medical or 
legal tribunals, corrupt or dishonest conduct 
of members of the profession. All questions 
affecting the professional reputation or stand- 
ing of a member or members of the medical 
profession should be considered only before 
proper medical tribunals in executive sessions 
or by special or duly appointed committees on 
ethical relations. Every physician should aid 
in safeguarding the profession against the 
admission to its ranks of those who are unfit 
or unqualified because deficient either in 
moral character or education. 


ARTICLE II. PROFESSIONAL SERVICES OF 
PuysICcIANS TO EAcH OTHER 
PHYSICIANS DEPENDENT ON EACH OTHER 


Section 1. Experience teaches that it is 
unwise for a physician to treat members of 
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his own family or himself. Consequently, a 
physician should always cheerfully and gratu- 
itously respond with his professional services 
to the call of any physician practicing in his 
vicinity, or of the immediate family depend- 
ents of physicians. 


COMPENSATION FOR EXPENSES 


Sec. 2. When a physician from a distance 
is called on to advise another physician or 
one of his family dependents, and the physi- 
cian to whom the service is rendered is in 
easy financial circumstances, a compensation 
that will at least meet the traveling expenses 
of the visiting physician should be proffered. 
When such a service requires an absence 
from the accustomed field of professional 
work of the visitor that might reasonably be 
expected to entail a pecuniary loss, such loss 
should, in part at least, be provided for in the 
compensation offered. 


ONE PHYSICIAN TO TAKE CHARGE 


Sec. 3. When a physician or a member of 
his dependent family is seriously ill, he or his 
family should select a physician from among 
his neighboring colleagues to take charge of 
the case. Other physicians may be associated 
in the care of the patient as consultants. 


ArTIcLE III. Duties or PHYSICIAN IN 
CONSULTATIONS 


CONSULTATIONS SHOULD BE ENCOURAGED 


Section 1. In serious illness, especially in 
doubtful or difficult conditions, the physician 
should request consultations. 


CONSULTATION FOR PATIENT’S BENEFIT 


Sec. 2. In every consultation, the benefit 
to be derived by the patient is of first impor- 
tance. All the physicians interested in the 
case should be frank and candid with the pa- 
tient and his family. There never is occasion 
for insincerity, rivalry or envy and these 
should never be permitted between con- 
sultants. 

PUNCTUALITY 


Sec. 3. It is the duty of a physician, par- 
ticularly in the instance of a consultation, to 
be punctual in attendance. When, however, 
the consultant or the physician in charge is 
unavoidably delayed, the one who first arrives 
should wait for the other for a reasonable 
time, after which the consultation should be 


considered postponed. When the consultant 
has come from a distance, or when for any 
reason it will be difficult to meet the physi- 
cian in charge at another time, or if the case 
is urgent, or if it be the desire of the patient, 
he may examine the patient and mail his 
written opinion, or see that it is delivered 
under seal, to the physician in charge. Under 
these conditions, the consultant’s conduct must 
be especially tactful; he must remember that 
he is framing an opinion without the aid of 
the physician who has observed the course 
of the disease. 


PATIENT REFERRED TO SPECIALIST 


Sec. 4. When a patient is sent to one 
specially skilled in the care of the condition 
from which he is thought to be suffering, and 
for any reason it is impracticable for the 
physician in charge of the case to accom- 
pany the patient, the physician in charge 
should send to the consultant by mail, or in 
the care of the patient under seal, a history 
of the case, together with the physician’s 
opinion and an outline of the treatment, or 
so much of this as may possibly be of service 
to the consultant; and as soon as possible 
after the case has been seen and studied, the 
consultant should address the physician in 
charge and advise him of the results of the 
consultant’s investigation of the case. Both 
these opinions are confidential and must be so 
regarded by the consultant and by the physi- 
cian in charge. 


DISCUSSIONS IN CONSULTATION 


Sec. 5. After the physicians called in con- 
sultation have completed their investigations 
of the case, they should meet by themselves to 
discuss conditions and determine the course 
to be followed in the treatment of the patient. 
No statement or discussion of the case should 
take place before the patient or friends, ex- 
cept in the presence of all the physicians 
attending or by their common consent; and 
no opinions or prognostications should be 
delivered as a result of the deliberations of 
the consultants, which have not been con- 
curred in by the consultants at their con- 
ference. 


ATTENDING PHYSICIAN RESPONSIBLE 


Sec. 6. The physician _1 attendance is in 
charge of the case and is responsible for the 
treatment of the patient. Consequently, he 
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may prescribe for the patient at any time and 
is privileged to vary the mode of treatment 
outlined and agreed on at a consultation 
whenever, in his opinion, such a change is 
warranted. However, at the next consulta- 
tion, he should state his reasons for depart- 
ing from the course decided on at the pre- 
vious conference. When an emergency oc- 
curs during the absence of the attending 
physician, a consultant may provide for the 
emergency and the subsequent care of the 
patient until the arrival of the physician in 
charge, but should do no more than this 
without the consent of the physician in 
charge. 


CONFLICT OF OPINION 


Sec. 7. Should the attending physician 
and the consultant find it impossible to agree 
in their view of a case another consultant 
should be called to the conference or the first 
consultant should withdraw. However, since 
the consultant was employed by the patient 
in order that his opinion might be obtained, 
he should be permitted to state the result of 
his study of the case to the patient, or his 
next friend in the presence of the physician in 
charge. 


CONSULTANT AND ATTENDANT 


Sec. 8. When a physician has attended a 
case as a consultant, he should not become 
the attendant of the patient during that ill- 
ness except with the consent of the physician 
who was in charge at the time of the con- 
sultation. 


ArTICLE IV. Duties oF PHYSICIANS IN 
CaAsES OF INTERFERENCE 


MISUNDERSTANDINGS TO BE AVOIDED 


Section 1. The physician, in his inter- 
course with a patient under the care of an- 
other physician, should observe the strictest 
caution and reserve; should give no disin- 
genuous hints relative to the nature and 
treatment of the patient’s disorder; nor 
should the course of conduct of the physician, 
directly or indirectly, tend to diminish the 
trust reposed in the attending physician. In 
embarrassing situations, or wherever there 
may seem to be a possibility of misunder- 
standing with a colleague, the physician 
should always seek a personal interview with 
his fellow. 


SOCIAL CALLS ON PATIENT OF ANOTHER 
PHYSICIAN 


Sec. 2. A physician should avoid making 
social calls on those who are under the pro- 
fessional care of other physicians without 
the knowledge and consent of the attendant. 
Should such a friendly visit be made, there 
should be no inquiry relative to the nature 
of the disease or comment upon the treatment 
of the case, but the conversation should be on 
subjects other than the physical condition 
of the patient. 


SERVICES TO PATIENT OF ANOTHER PHYSICIAN 


Sec. 3. A physician should never take 
charge of or prescribe for a patient who is 
under the care of another physician, except in 
an emergency, until after the other physician 
has relinquished the case or has been prop- 
erly dismissed. 


CRITICISM TO BE AVOIDED 


Sec. 4. When a physician does succeed 
another physician in the charge of a case, 
he should not make comments on or insinua- 
tions regarding the practice of the one who 
preceded him. Such comments or insinua- 
tions tend to lower the esteem of the patient 
for the medical profession and so react 
against the critic. 


EMERGENCY CASES 


Sec. 5. When a physician is called in an 
emergency and finds that he has been sent 
for because the family attendant is not at 
hand, or when a physician is asked to see an- 
other physician’s patient because of an ag- 
gravation of the disease, he should provide 
only for the patient’s immediate need and 
should withdraw from the case on the arrival 
of the family physician after he has reported 
the condition found and the treatment admin- 
istered. 


WHEN SEVERAL PHYSICIANS ARE SUMMONED 


Sec. 6. When several physicians have 
been summoned in a case of sudden illness 
or of accident, the first to arrive should be 
considered the physician in charge. How- 
ever, as soon as the exigencies of the case 
permit, or on the arrival of the acknowledged 
family attendant or the physician the patient 
desires to serve him, the first physician 
should withdraw in favor of the chosen at- 
tendant ; should the patient or his family wish 
some one other than the physician known to 
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be the family physician to take charge of the 
case the patient should advise the family phy- 
sician of his desire. When, because of sudden 
illness or accident, a patient is taken to a hos- 
pital, the patient should be returned to the 
care of his known family physician as soon 
as the condition of the patient and the cir- 
cumstances of the case warrant this transfer. 


A COLLEAGUE’S PATIENT 


Sec. 7. When a physician is requested by 
a colleague to care for a patient during his 
temporary absence, or when, because of an 
emergency, he is asked to see a patient of a 
colleague, the physician should treat the pa- 
tient in the same manner and with the same 
delicacy as he would have one of his own 
patients cared for under similar circum- 
stances. The patient should be returned to 
the care of the attending physician as soon 
as possible. 


RELINQUISHING PATIENT TO REGULAR 
ATTENDANT 


Sec. 8. When a physician is called to the 
patient of another physician during the en- 
forced absence of that physician, the patient 
should be relinquished on the return of the 
latter. 


SUBSTITUTING IN OBSTETRIC WORK 


Sec. 9. When a physician attends a 
woman in labor in the absence of another 
who has been engaged to attend, such physi- 
cian should resign the patient to the one first 
engaged, upon his arrival; the physician is 
entitled to compensation for the professional 
services he may have rendered. 


ARTICLE V. DIFFERENCES BETWEEN 
PHYSICIANS 


ARBITRATION 


Section 1. Whenever there arises between 
physicians a grave difference of opinion 
which cannot be promptly adjusted, the dis- 
pute should be referred for arbitration to a 
committee of impartial physicians, preferably 
the Board of Censors of a component county 
society of the American Medical Association. 


ArTIcLe VI. 


LIMITS OF GRATUITOUS SERVICE 


Section 1. The poverty of a patient and 
the mutual professional obligation of physi- 


CoMPENSATION 


cians should command the gratuitous services 
of a physician. But endowed institutions 
and organizations for mutual benefit, or for 
accident, sickness and life insurance, or for 
analogous purposes, have no claim upon phy- 
sians for unremunerated services. 


CONDITIONS OF MEDICAL PRACTICE 


Sec. 2. It is unprofessional for a physician 
to dispose of his services under conditions 
that make it impossible to render adequate 
service to his patient or which interfere with 
reasonable competition among the phyicians 
of a community. To do this is detrimental 
to the public and to the individual physician, 
and lowers the dignity of the profession. 


CONTRACT PRACTICE 


Sec. 3. By the term “contract practice” as 
applied to medicine is meant the carrying out 
of an agreement between a physician or a 
group of physicians, as principals or agents, 
and a corporation, organization, political sub- 
division or individual, to furnish partial or 
full medical services to a group or class of 
individuals on the basis of a fee schedule, or 
for a salary or a fixed rate per capita. 

Contract practice per se is not unethical. 
However, certain features or conditions if 
present make a contract unethical, among 
which are: 1. When there is solicitation of 
patients, directly or indirectly. 2. When 
there is underbidding to secure the contract. 
3. When the compensation is inadequate to 
assure good medical service. 4. When there 
is interference with reasonable competition 
in a community. 5. When free choice of a 
physician is prevented. 6. When the condi- 
tions of employment make it impossible to 
render adequate service to the patients. 7. 
When the contract because of any of its pro- 
visions or practical results is contrary to 
sound public policy. The phrase “free choice 
of physicians,” as applied to contract prac- 
tice, is defined to mean that degree of free- 
dom in choosing a physician which can be 
exercised under usual conditions of employ- 
ment between patient and physician when no 
third party has a valid interest or intervenes. 
The interjection of a third party who has a 
valid interest or who intervenes does noi 
per se cause a contract to be unethical. A 
“valid interest” is one where, by law or 
necessity, a third party is legally responsi- 
ble either for cost of care or for indemnity. 





as ah c& fe oe OUehClCO 


PRINCIPLES OF MEDICAL ETHICS 


“Intervention” is the voluntary assumption 
of partial or full financial responsibility for 
medical care. Intervention shall not pro- 
scribe endeavor by component or constituent 
medical societies to maintain high quality of 
service rendered by members serving under 
approved sickness service agreements be- 
tween such societies and governmental 
boards or bureaus and approved by the re- 
spective societies. 

Each contract should be considered on its 
own merits and in the light of surrounding 
conditions. Judgment should not be obscured 
by immediate, temporary or local results. 
The decision as to its ethical or unethical 
nature must be based on the ultimate effect 
for good or ill on the people as a whole. 


COMMISSIONS 


Sec. 4. When a patient is referred by one 
physician to another for consultation or for 
treatment, whether the physician in charge 
accompanies the patient or not, it is unethical 
to give or to receive a commission by what- 
ever term it may be called or under any guise 
or pretext whatsoever. 


DIRECT PROFIT TO LAY GROUPS 


Sec. 5. It is unprofessional for a physician 
to dispose of his professional attainments or 
services to any lay body, organization, group 
or individual, by whatever name called, or 
however organized, under terms or condi- 
tions which permit a direct profit from the 
fees, salary or compensation received to 
accrue to the lay body or individual employ- 
ing him. Such a procedure is beneath the 
dignity of professional practice, is unfair 
competition with the profession at large, is 
harmful alike to the profession of medicine 
and the welfare of the people, and is against 
sound public policy. 


CHAPTER IV 
The Duties of the Profession to the Public 


PHYSICIANS AS CITIZENS 


Section 1. Physicians, as good citizens 
and because their professional training spe- 
cially qualifies them to render this service, 
should give advice concerning the public 
health of the community. They should bear 
their full part in enforcing its laws and sus- 
taining the institutions that advance the in- 
terests of humanity. They should cooperate 
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especially with the proper authorities in the 
administration of sanitary laws and regula- 
tions. They should be ready to counsel the 
public on subjects relating to sanitary police, 
public hygiene and legal medicine. 


PUBLIC HEALTH 


Sec. 2. Physicians, especially those en- 
gaged in public health work, should enlighten 
the public regarding quarantine regulations; 
on the location, arrangement and dietaries 
of hospitals, asylums, schools, prisons and 
similar institutions; and concerning meas- 
ures for the prevention of epidemic and con- 
tagious diseases. When an epidemic pre- 
vails, a physician must continue his labors 
for the alleviation of suffering people, with- 
out regard to the risk to his own health 
or life or to financial return. At all times, 
it is the duty of the physician to notify the 
properly constituted public health authorities 
of every case of communicable disease under 
his care, in accordance with the laws, rules 
and regulations of the health authorities of 
the locality in which the patient is. 


PUBLIC WARNED 


Sec. 3. Physicians should warn the public 
against the devices practiced and the false 
pretensions made by charlatans which may 
cause injury to health and loss of life. 


PHARMACISTS 


Sec. 4. By legitimate patronage, physi- 
cians should recognize and promote the pro- 
fession of pharmacy; but any pharmacist, 
unless he be qualified as a physician, who 
assumes to prescribe for the sick, should be 
denied such countenance and support. More- 
over, whenever a druggist or pharmacist dis- 
penses deteriorated or adulterated drugs, or 
substitutes one remedy for another desig- 
nated in a prescription, he thereby forfeits 
all claims to the favorable consideration of 
the public and physicians. 


CoNCLUSION 


While the foregoing statements express in 
a general way the duty of the physician to 
his patients, to other members of the pro- 
fession and to the profession at large, as well 
as of the profession to the public, it is not to 
be supposed that they cover the whole field 
of medical ethics, or that the physician is 
not under many duties and obligations be- 
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sides these herein set forth. In a word, it is 
incumbent on the physician that under all 
conditions, his bearing toward patients, the 
public and fellow practitioners should be 
characterized by a gentlemanly deportment 
and that he constantly should behave toward 


others as he desires them to deal with him. 
Finally, these principles are primarily for 
the good of the public, and their enforcement 
should be conducted in such a manner as 
shall deserve and receive the endorsement 
of the community. 











EDITORIALS 





ON “TESTOPHILIA” AS A DISEASE OF PROFESSIONAL 
PSYCHOLOGISTS 


Out of World War I came the great 
impetus for the development of psycho- 
logical testing, particularly that phase of 
psychometrics which was primarily con- 
cerned with the determination of the dis- 
tribution of measured psychological char- 
acteristics within a group. From World 
War II will come some reemphasis of the 
earlier contribution plus a great deal of 
emphasis upon aptitude tests, achieve- 
ment tests and individual diagnostic tests. 

Perhaps we as psychologists should look 
upon these evidences of psychological 
growth as manna from Heaven and all 
join ‘round and cry “Hallelujah.” 
This is a great and wonderful gain which, 
coupled with the impetus given to the 
employment of psychologists on many 
tasks which were formerly closed or 
denied to them, marks the Golden Age of 
Psychology. 

This writer finds himself unable to be 
quite so jubilant. He recognizes many 
worthwhile gains to professional psychol- 
ogy but even while in the midst of his job 
cannot help but conjecture upon the effec- 
tiveness of these gains. Can those of us 
who are professional psychologists feel 
that we have made advancement so long 
as there are many of our professional 
brethren who have seemingly failed to 
give evidence of maturity in their profes- 
sional practices ? 

There are a number of areas in which 
such professional adolescence is revealed 
but only a single one will be discussed at 
this time. This is the “Shotgun test proce- 
dure.” To elucidate further, the practice 
of a goodly number of psychologists to 
literally “go through the catalogue” and 
apply to their unsuspecting subjects a wide 
variety of tests, many of which duplicate 
and reduplicate each other, seems to be a 
deplorable practice. It is on this point 
that the balance of this discussion will be 
focussed. 

The choice of suitable measuring in- 


struments for the purpose of arriving at 
correct psychological decisions is not al- 
ways an easy task. In some fields of 
behavior the tests are limited more or less 
to a choice between one or two instru- 
ments—for example in the measurement 
of certain aptitudes such as aptitude for 
art, music or stenography. On the other 
hand, such a broad field as personality has 
literally become snowed under with all 
types of tests—projective and non-pro- 
jective—all of which aim at giving the 
tester an appraisal of the personality traits 
or characteristics of The Subject. 

We are not the only professional group 
that suffers from a plethora of materials 
that are recommended for our professional 
usage. The medical profession is daily 
besieged with hundreds of different medic- 
inals which are designed to alleviate pain, 
cure heart disease, diabetes, corns and 
what have you. Likewise dozens of diag- 
nostic aids are put forth—each of which 
is advertised as literally replacing the 
doctor’s judgment in the determination of 
a proper diagnosis. Other professions 
likewise have their share of aids to the 
speedy solution of their problems which 
are ordinarily supposed to call for profes- 
sional judgment. 

In the last analysis the selection of the 
proper instrument for diagnostic purposes, 
the limiting of the number of such instru- 
ments to a functionally optimal number, 
which is merely large enough to meet all 
ordinary demands, is one of the marks of 
professional competence. The sooner we 
as psychologists learn this fact the better 
for all of us and for our status in the public 
opinion. 

There are certain guiding principles 
which would seem to be of value in select- 
ing the tests that are to form the psy- 
chologists’ armamentarium. These prin- 
ciples are neither new nor original. They 
are intended as reminders to those who are 
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made victims of test “‘sales talks.”” These 


are as follows: 


1. Use only those tests for which norms and 
criteria have been established upon a sufficient 
population to insure their reliability and validity. 
Be certain that you know what the test instru- 
ment measures and satisfy yourself that the test 
actually accomplishes this. This means that 
you must also scrutinize the signifiance of the 
criteria on which the test is validated. 

2. Avoid using tests that largely duplicate each 
other. If you wish to retest a subject you may 
find need for another form of the same test or 
possibly feel the need for one other test of 4 
similar type. 

3. Try to select a working battery of tests 
that cover the whole personality rather than to 
use a test you find inadequate or poorly stand- 
ardized. Keep the battery as small as is con- 
sistent with maximum service to the individuals 
you work with and your own diagonstic require- 
ments. 

4. Learn the tests you use thoroughly, learn 
what they can tell you about the subject. Study 
the literature or new slants on these tests, avoid- 
ing those tests which you do not understand, 
regardless of the recommendations others may 
give them. 

5. Don’t expect the test to replace your judg- 
ment. If your decisions are centered around 
test results then you have mechanized clinical 
judgment. When a test is developed whose score 
yields a complete picture of the patient profes- 
sional psychological service will not be needed. 

6. Projective tests may not meet all these re- 
quirements. Don’t try to use them without 
securing adequate, competent instruction and 
supervision until you are considered competent 
by those who are already recognized as expert in 
their use. There is no short cut. 

7. It is best to avoid using performance in 
tests or sub-test elements of total psychometric 
instruments as a starting point for “wishful” 
diagnostic thinking. 

8. Quality of performance should be observed 
as well as quantity, but avoid “projecting” your- 
self into this interpretation. Qualitative judg- 
ments must be valid and reliable fully as much 
as those which are quantitative. 

M.A. S. 


7 


It is intriguing to consider the relation 
between the development of psychology as 
science and the organization of university 
faculties. At the turn of the century when 
psychology was first establishing itself as 
an independent scientific specialty the 
older pure sciences of chemistry and 
physics had already begun to establish 
their dominant position in university poli- 
tics and organization. The young science 
of psychology found itself viewed with 
suspicion by chemistry, physics and zo- 
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ology and even denied the status of a 
science by some zealous “pure” scientists. 
The heads of psychology departments 
found themselves on the defensive in rela- 
tion to the critical attitudes of the en- 
trenched representatives of the pure 
sciences. It was necessary for psychol- 
ogists to leave no stone unturned to make 
themselves respectable. In this situation 
it was only natural for psychologists to 
scrutinize other sciences for accepted 
methods and techniques that would 
strengthen the respectability of their own 
position. Since the pure sciences were 
primarily experimental, psychology be- 
came experimental with a vengeance, to 
the point where problems which were not 
susceptible to experimental approaches 
were ignored. The result of this trend has 
been that psychology has achieved recog- 
nition as science but only at the cost of 
having arbitrarily delimited its field by 
excluding detailed studies of individuals 
and other topics not easily susceptible to 
existing experimental methods. 

In 1945 it should no longer be necessary 
for the chairmen of university psychology 
departments to have any feelings of in- 
feriority concerning the scientific respect- 
ability of their specialty or to defer in any 
way to representatives of the older 
sciences. . There is an almost universal 
new awareness among the general public 
of the need and importance of psycho- 
logical training. At present most univer- 
sity departments of physics, chemistry and 
zoology have been able to exert enough 
pressure to have their subjects made com- 
pulsory for not only the liberal arts degree 
but also as prerequisites for specializing in 
the professions. If the student has enough 
time and interest left over after he has 
taken the compulsory units of study then 
he is allowed to elect psychology. The 
time has come for a careful reevaluation of 
both undergraduate and graduate cur- 
ricula to include more social science and 
particularly the psychology of human re- 
lations. 

On graduate levels it may seem de- 
sirable to organize professional schools of 
clinical psychology in order to utilize 
training facilities most effectively. In this 
connection, the experience of the develop- 
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ment of schools of social work would ap- 
pear to offer a pattern concerning what 
may be expected. At first social work 
was taught in loosely organized curricula 
with very informal requirements exacted 
of the students who obtained what prac- 
tical field experiences they could. As the 
need for formal field training under rigidly 
supervised auspices was perceived and the 
number of students wishing to enter the 
field far exceeded training facilities, it be- 
came necessary to organize schools of 
social work with very formal and exacting 
requirements. The present situation in 
clinical psychology seems comparable. 
Large numbers of students will be eager 
to enter the field in the post-war period 
and there is now a dearth of organized 
field work training facilities. It will re- 
quire careful planning for university de- 
partments to provide the theoretical and 
practical training that clinical psychol- 
ogists need, unfettered by antiquated 
academic regulations and _ interdepart- 
mental struggles for power. 
9.65%. 
y 


Poffenburger’ has recently emphasized 
that three of the large tasks confronting 
psychology in the postwar period are 
(a) intensive and unremitting support of 
pure research without which the science 
cannot advance, (b) the organization of 
an adequate professional training pro- 
gram, and (c) the fullest realization of 
our professional responsibility to society 
and to individuals. The practical applica- 
tions of psychology have been too gen- 
erally ignored by scientific psychologists 
with the result that poorly qualified op- 
portunists have been able to establish 
themselves to a credulous public particu- 
larly in the clinical field. The present 
state of affairs is one that has brought 
discredit to the profession which is only 
now beginning to study the patterns of 
organization of the older clinical sciences. 

In achieving the fullest realization of 
professional responsibility to society it 
would seem wise for psychology to de- 
velop its professional organization in ac- 
cordance with existing patterns which 


1. Poffenburger, A. T. Psychology: academic 
and professional. J. consult. Psychol., 1945, 9, 
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have been evolved by longer established 
professional organizations. Psychology 
appears now to be in a phase of profes- 
sional development which other specialties 
have already passed through. Academic 
psychologists have long been noted for 
dealing with practical problems with a 
ponderous overintellectualized approach 
that overemphasized theoretical consid- 
erations to the exclusion of practical ex- 
pediency. The political maneuvres which 
preceded the recent reorganization of the 
American Psychological Association pro- 
vide a practical example of what can 
happen when more consideration is given 
to placating small pressure groups than 
to the practical needs of the total profes- 
sional situation. In our opinion, the 
reorganized American Psychological As- 
sociation will be less capable of attacking 
its problems aggressively than was the old 
association because of the complexity and 
confusion concerning the large number of 
divisions in which it is now constituted. 
Shall responsibility for the organization 
and development of the field of clinical 
psychology be entrusted to the Psycho- 
metric Society, the Division on Evaluation 
and Measurement, the Division on Ab- 
normal Psychology and Psychotherapy, 
the Division of Clinical Psychology or one 
of several other divisions that might con- 
ceivably be interested in our problems? 
Can any one or all of these divisions act- 
ing together achieve the close degree of 
cooperation and regulation that our field 
needs both urgently and soon? The or- 
ganization of the American Association 
for Applied Psychology in 1937 was a 
step in the right direction of giving spe- 
cialty groups an independent though 
closely related organization with which to 
work out the promotional and organiza- 
tional problems of their specialized fields. 
Creation of the AAAP did not solve the 
problem satisfactorily because it contained 
too many heterogeneous specialties with 
little in common and much over which to 
contend. The natural solution would 
appear to have been the creation of inde- 
pendent specialty organizations such have 
evolved in organized medicine where the 
various clinical associations are independ- 
ent of but closely cooperating with the 
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American Medical Association. The re- 
organization of the APA appears to be 
a step in a backward direction in the sense 
that many of the advantages of a compact 
parent organization have been lost with- 
out adequately providing for effectively 
functioning specialty groups. In order to 
avoid the unnecessary loss of much valu- 
able time and energy in meeting pressing 
postwar obligations, it seems desirable to 
make an immediate study of existing pat- 
terns of organization in other clinical 
sciences and then to adopt some simple 
pattern that would avoid the necessity 
of doing any more trial-and-error experi- 
mentation. F.C.T. 


7 


In planning the postwar mental hygiene 
program, it will seem desirable for clinical 
psychologists to be given more important 
representation in the affairs of such or- 
ganizations as the National Committee for 
Mental Hygiene. As it is at present con- 
stituted, the NCMH is almost exclusively 
a medical and psychiatric organization as 
indicated by its roster of officers, execu- 
tive staff and committee members. Al- 
though a few clinical psychologists hold 
individual membership in the NCMH, 
there is little evidence that they have ex- 
erted significant influence on general 
policy or have been given a substantial 
recognition by the psychiatric members. 

The general purposes of the NCMH as 
stated in its quarterly magazine Mental 
Hygiene are as follows: 

The National Committee for Mental Hy- 
giene, directly and through its associated 
state societies and local committees, works 
for the conservation of mental health; for 
the prevention of mental and nervous dis- 
orders and mental deficiency; for the im- 
proved care and treatment of those suffering 
from mental diseases and the special training 
and supervision of the feeble-minded; and 
for the acquisition and dissemination of re- 
liable information on these subjects and on 
mental factors involved in the problems of 
education, industry, delinquency, dependency, 
and others related to the broad field of human 
behavior. The Committee seeks to accom- 
plish its purposes by stimulating research 
into the nature and causes of nervous and 
mental diseases and mental deficiency; con- 
ducting surveys and studies of mental hy- 
giene problems; applying the knowledge 
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gained from such studies, through education 
and the promotion of beneficial legislation; 
encouraging psychiatric social work; estab- 
lishing child-guidance and other mental hy- 
giene clinics; developing trained personnel 
in the fields of psychiatry and mental hygiene ; 
and cooperating with governmental and un- 
official agencies whose work touches at any 
point the field of mental hygiene. 

Although much of this program is 
primarily psychiatric in orientation, the 
clinical psychologist will claim an active 
interest in many mental hygiene activities 
in which he is particularly fitted to operate 
by virtue of scientific training and expe- 
rience. The profession of psychology has 
too long remained outside the active 
efforts of those who have been working in 
the field for the improvement of mental 
health. There is a place for clinical psy- 
chologists in the mental hygiene program 
and we all have an obligation to insure 
that the potential contributions of psy- 
chologists will be speedily utilized by those 
already active in the field. 

F. C. T. 


It is not the purpose of the editorial 
board of this Journal to enter into the 
controversy which has arisen between psy- 
chology and psychiatry concerning the 
relative merits of each discipline and the 
role which each should play in the future 
development of applied psychological 
science. Publication of articles represent- 
ing many different points of view seems 
desirable in order to bring out in the open 
divergent opinions which have been long 
rumbling underground. It is only by ven- 
tilation of controversial viewpoints that 
any tenable middle-of-the-road solution 
can be achieved. 

In evaluating the relative contributions 
of psychiatric and psychological research it 
may be pointed out that, in general, psy- 
chiatrists have been primarily concerned 
with emotional factors in mental develop- 
ment, while psychologists have more in- 
tensively studied intellectual factors in 
their development of psychometrics. 
Apart from research concerning the phys- 
iological bases of emotions attempting to 
verify the James-Lange theory, experi- 
ments on emotional conditioning, and 
genetic studies of emotional development, 
psychologists have not had the intimate 
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contacts with human emotions such as are 
everyday experiences with psychiatrists 
or psychoanalysts. On the other hand, 
many psychiatrists have had only second- 
hand acquaintance with psychometrics and 
advanced psychological theory concerning 
the factors of intelligence. The differences 
in theoretical approach between psychia- 
trists and psychologists can be easily un- 
derstood by their respective clinical and 


research backgrounds. It is to be hoped 
that their interprofessional relationships 
of the future will be marked by a genuine 
appreciation of each other’s contributions 
and a willingness to arbitrate controver- 
sial attitudes. Nothing is to be gained 
by the inflexible attitudes shown by some 
professional men to members of any other 
discipline. 
2. eM 
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Dorcus, R. M., and SHAFFER, G. W. 
Textbook of abnormal psychology. 3rd 
edition. Baltimore: Williams and Wil- 
kins, 1945, pp. 547. 


This time-tested book is still a basic text 
in the field of abnormal psychology. The 
third edition has been improved by the 
addition of 365 new references and by the 
rearrangement of some sections in the 
interests of greater clarity. The basic plan 
of organization remains the same with 
chapters dealing with sensory disorders ; 
motor disorders; disorders of association 
and memory; disorders of the central 
functions ; desires, feelings and emotions ; 
sleep ; dreams, and hypnosis ; classification 
of mental diseases, mental deficiency and 
psychopathic personality; treatment by 
physical and chemical assault; and psy- 
chotherapy. 

Here again, as with most textbooks on 
psychopathology written by psychologists, 
the argument is strongest when it deals 
with the results of psychological research 
and weakest in its treatment of material 
from borderline disciplines such as psy- 
chiatry or psychoanalysis. Apparently 
because of the paucity of research in clin- 
ical psychology, it has seemed necessary 
to devote long sections in texts of ab- 
normal psychology to descriptions of men- 
tal disease and methods of psychotherapy 
derived primarily from borderline sciences 
with which psychological writers too often 
have only theoretical acquaintance. If 
psychopathology as derived from psy- 


chiatric experience must be included in 
psychological texts, then it would seem 
desirable to have these sections written b 
a psychiatrist intimately conversant with 
modern dynamic theory. 

It is regrettable that this text has not 
dealt more in detail with some of the re- 
cent and most valuable work done by 
psychotogists in the field of psychopathol- 
ogy using such methods as animal ex- 
perimentation, projective techniques and 
the information derived from analysis of 
psychometric results. This 1945 edition 
contains only one mention of Rorschach 
results on pages 114-115 and only the 
briefest mention of Maier’s work on page 
358. Such important works as that of 
Maslow on the theory of conflict and 
frustration, or of Horney on conflicting 
values in life, are mentioned not at all. It 
is to be hoped that future editions will be 
thoroughly revised with the inclusion of 
much more research of purely psycho- 
logical origin. 


Krein, D. B. Mental hygiene. The psy- 
chology of personal adjustment. New 
York: Holt, 1944. Pp. 498. 


This book is intended as a general intro- 
duction to the field of mental hygiene for 
the student of psychiatry or clinical psy- 
chology. It is organized in four parts in- 
cluding an introduction of 24 pages, a 
section of 68 pages on the nature of mental 
disease, 117 pages on the prevention of 
mental disease, and a concluding section 


eer 











348 BOOK REVIEWS 


of 180 pages on promoting mental health. 
Appearing at a time when the field of 
mental hygiene is in a state of rapid evolu- 
tion, the strength and weaknesses of this 
book are related to the scientific back- 
ground of the author who is a professor of 
psychoiogy. During the past three dec- 
ades mental hygiene has been largely 
dominated by psychiatrists whose basic 
orientation has been toward the preven- 
tion and treatment of mental disease as 
contrasted with maladjustment. The con- 
tacts of psychologists with the scientific 
investigation of the neuroses and the psy- 
choses have been rather superficial and of 
a theoretical nature. Parts II and III 
dealing with the nature and prevention of 
mental disease might better have been 
written by a psychiatrist with a more in- 
timate and practical knowledge of the 
latest developments in dynamic psychi- 
atry. The descriptions of mental disor- 
ders in Part II are too technical for the 
nonprofessional reader and too elementary 
for professional students. Although the 
reference material is in general well 
chosen, Klein frequently overemphasizes 
the importance of concepts which happen 
to appeal to him such as the outmoded 
“mind twist” and “brain spot” hypotheses 
(p. 34) and the relatively large space 
given to Boisen’s theory of schizophrenia 
(pp. 164-170). One wonders how much 
value the elementary student will derive 
from the discussion of whether schizo- 
phrenia is a functional or a constitutional 
disorder on pages 142-161. It is regret- 
table that more case studies were not in- 
cluded to supplement the rather theoretical 
discussions. The presentation of the 
nature and prophylaxis of neurotic disor- 
ders is disappointing with the inclusion 
of little new material except for recent 
studies of emotionality and audiogenic 
seizures in the rat. As a summary of 
modern psychiatric theories of the etiology 
and prophylaxis of mental disease, Parts 
II and III leave much to be desired. 

The chapters of Part IV dealing with 
the promotion of mental health are much 
more original and modern in their orien- 
tation. The theme of this section is that 
emotional security is the pivot of mental 
health and that the roots of this security 


are embedded in the life of the home and 
family. The dynamics of conscience are 
treated in a long chapter which includes 
much original material but little or no 
reference to the works of others in this 
area. Chapters 12, 13 and 14 are stimulat- 
ing but undocumented essays on interest, 
motivation and morale; coping with 
reality ; and self-emancipation by repres- 
sion. One wonders if repression of un- 
healthy behavior patterns is as easily 
achieved as might be implied from the 
theoretical discussions of Chapter 14. 
The chapter on Mammon versus Morale 
contains a long-needed practical discussion 
of the relation between economic condi- 
tions and mental breakdown, however one 
might challenge the implied contention 
that the capitalistic profit system is a 
principal cause of mental ill health in the 
masses. Some very practical suggestions 
concerning the practical applications of 
mental hygiene in education are included 
in the concluding chapter. 

This book represents a commendable 
step in the evolution of mental hygiene 
away from the traditional concepts of ab- 
normal psychology and psychiatry toward 
an organized effort to improve the adjust- 
ment and personal happiness of the masses 
of normal people. There may be some 
question concerning how much mental 
hygiene can do in the prevention of mental 
disease but there is little doubt that much 
can be done to improve human relations 
and the conditions of living. 


KarnosH, L. J., and Zucker, E. M. A 
handbook of psychiatry. St. Louis: 
Mosby, 1945. Pp. 302. 


The student of clinical psychology would 
do well to obtain his orientation towards 
psychiatric matters directly from textbooks 
of psychiatry. The value of a handbook is 
in providing a comprehensive delineator 
of fundamental information and_ basic 
principles in simple form and without de- 
tailed discussions of controversial points. 
Even though the handbook method of 
study involves the dangers of over-sim- 
plification and elimination of much impor- 
tant material, it provides a basic outline 
for study in a specialty beyond which the 
student may refer to more specialized text- 
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books for elaboration of finer points. 
Karnosh and Zucker have written an 
easily readable small handbook which may 
be recommended to those who desire a 
brief compendium of psychiatric informa- 
tion. 


SADLER, W. S. Modern psychiatry. St. 
Louis: Mosby, 1945. Pp. 896. 


This textbook is apparently a condensa- 
tion of Sadler’s earlier Theory and Prac- 
tice in Psychiatry, and it shows the same 
values and defects as the earlier volume. 
Dr. Sadler is a very prolific writer of the 
pragmatic common sense school of thought 
whose books contain many original in- 
sights into the motivations for behavior. 
Unfortunately, however, it is difficult to 
determine which ideas are Dr. Sadler’s 
and which come from other sources since 
the book is very poorly documented and 
there is only a short bibliography. There 
is no clear distinction between opinion and 
findings derived from scientific research. 
The professional psychiatrist will derive 
considerable stimulation from some of 
Sadler’s discussions of human relations 
but the student will as often be misled by 
statements and theories which represent 
only the opinion of the author. This book 
will make interesting reading for the ad- 
vanced clinical psychologist, but it cannot 
be recommended as a reference work for 
students. 


Reix, T. The unknown murderer. New 
York: Prentice-Hall, 1945. Pp. 260. 


This is a translation by Dr. Katharine 
Jones of the original work which appeared 
in the German. For thirty years an asso- 
ciate of Sigmund Freud, Reik is one of 
the more prominent psychoanalysts to 
leave the realm of orthodoxy to originate 
a new method which he calls Neo-Psycho- 
analysis. This little book is a pseudo- 
scientific presentation of the contributions 
of psychoanalysis to criminal psychology. 
Liberally illustrated from incidents occur- 
ring in actual murders and criminal trials, 
Reik discusses circumstantial evidence, 
judicial errors, the psychopathology of 
judgments, and repression in the minds of 
those analyzing evidence. As is typically 
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the case in psychoanalysis, some rather 
extensive conclusions are drawn from the 
analysis of individual cases but for many 
readers this lack of scientific validation 
will be compensated for by the depths of 
psychological insight which many of the 
interpretations offer. At least there are 
enough tentative interpretations offered to 
keep a large corps of psychologists busy 
devising validating experiments for some 
time to come. 


MeeErRtLoo, Mayor A. M. Total war and 
the human mind. New York: Interna- 
tional Universities Press, 1945. Pp. 78. 


This short monograph by a psychiatrist of 
the Dutch army presents an empirical 
study of psychological warfare as derived 
from the author’s experience of living for 
two years under German oppression. 
Short impressionistic accounts are given 
of mass reactions to German occupation, 
German psychology and_ psychological 
warfare, the relation between political 
ideologies and individual psychology, and 
the effects of total war on the human mind. 
It is important to study the factors lead- 
ing to panic, wrong strategy, mass ex- 
haustion and the undermining of morale. 
Major Meerloo suggests that the life in- 
stinct with its impulsion to create order 
and discipline will inevitably overcome the 
vicious self-destroying process in which 
fear inspires aggressiveness, aggressive- 
ness brings a sense of guilt, and guilt seeks 
outlet in more aggressiveness. It is neces- 
sary to study the psychology of total war 
and to control the reactions which lead 
to it. 


InBAU, F. E. Lie detection and criminal 
interrogation. Baltimore: Williams and 
Wilkins Co., 1942. Pp. viii + 142. 
$3.00. 


This book is divided into two sections. 
The first section offers a concise descrip- 
tion of the Keeler Polygraph or “lie de- 
tector” together with a brief discussion of 
the history of lie detection, a careful ex- 
position of practical methodology, and an 
evaluation of the legal status of lie de- 
tector test results. The second section de- 
scribes practical strategems and tactics for 
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effective criminal interrogation without lie 
detector aid. Also included is a discus- 
sion of some of the legal aspects of con- 
fessions and the prerequisites for their 
admissibility as evidence. Both sections 
were intended primarily to serve as 
manuals for the professional criminal in- 
vestigator and secondarily to stimulate 
interest and research in the arts of lie de- 
tection and criminal interrogation. 

According to Inbau, “The lie detector 
technique is predicated upon the theory 
that deception criteria appear in a record 
because of the emotional disturbances re- 
sulting from the subject’s consciousness 
of lying and his fear of detection.” The 
polygraph is an instrument for detecting 
and recording changes in blood pressure, 
pulse, respiration, and palmar skin re- 
sistance usually associated with emotional 
disturbance. Before such physiological 
changes can be considered as indices of 
deception or “specific responses,” it 
must be established in the case of each 
person examined that they represent de- 
viations from the subject’s mode of 
response when resting or answering 
irrelevant questions and that they are 
characteristic of him when lying. Inbau 
describes control techniques for making 
such determinations. 

Two general types of lie detector tests 
are described. The “relevant-irrelevant 
question” test in which questions perti- 
nent to the matter under investigation are 
interspersed with irrelevant questions is 
already familiar to most psychologists. 
The second type, the “peak of tension” 
test, is a modification of this procedure. 
In this approach, one relevant question is 
presented toward the end of a series of 
irrelevant questions. Since the subject 
is informed of the exact order of the 
questions prior to the actual test, the 
relevant question exerts an emotion-pro- 
ducing effect long before it is actually pre- 
sented. Guilty persons indulging in de- 
ception customarily exhibit physiological 
signs of mounting emotional tension in- 
dicated on the polygraph record by labile 
respiration and a steady rise or fall in 
blood pressure. Shortly after the relevant 
question has been asked, such persons 
commonly show signs of “relief” indicated 


objectively by stabilization of respiration 
and a return of blood pressure to the 
norm. 

Though the major portion of the dis- 
cussion concerns the use of blood pressure, 
pulse and respiratory changes as indices 
of deception, the Keeler Polygraph can 
also be arranged to record variations in 
palmar skin resistance to an electric cur- 
rent. While this electrodermal response 
or psychogalvanic reflex is quite reliable 
in experimental, laboratory lie detection, 
Inbau presents evidence indicating the 
definite superiority of the other indices for 
criminal investigation. However, it is 
useful as a pre-examination device for 
impressing suspects with the discerning 
character of scientific lie detection. 

Factors which interfere with accurate 
detection of deception are given extended 
treatment. Inbau minimizes the impor- 
tance of physiological and psychological 
abnormalities such as high blood pressure, 
feeble-mindedness, psychopathy, and the 
like as factors leading to flagrant mis- 
diagnoses. He emphasizes that abnor- 
malities severe enough to affect the results 
of a test materially usually may be readily 
recognized by a competent examiner who 
will then be appropriately reserved in his 
interpretation. 

Inbau states that innocent, truthful but 
uneasy subjects are not readily confused 
with guilty liars. The specific responses 
associated with deception customarily per- 
sist on repetition of the examination. In 
contrast, the more generalized and for- 
tuitous emotional responses characteristic 
of apprehensive innocence tend to disap- 
pear with similar repetition. Innocent 
persons who have been subjected to the 
“third degree” or other prolonged and 
intensive examination, however, may later 
show persistent specific responses, but an 
examiner can usually ascertain the prior 
occurrence of such events and interpret 
his findings accordingly. Persons inno- 
cent of the crime in question but guilty of 
another similar offense which they are at- 
tempting to conceal may also show per- 
sistent specific responses. Appropriate 


pre-test instructions and careful exami- 
nation will generally identify such persons. 
Inbau feels that unresponsive subjects 





sit 


ti 





BOOK REVIEWS 


are probably the most important source 
of difficulty. Though this unresponsive- 
ness may have a variety of causes, its dif- 
ferentiation from innocence can usually 
be accomplished with the aid of control 
tests. Inbau stresses conservatism in diag- 
nosis, emphasizing that many errors may 
be avoided by withholding judgment if 
the indications of guilt or innocence are 
ambiguous. 

In spite of the imperfections of modern, 
scientific lie detection, Inbau believes it 
has considerable practical utility. Not 
only is the technique somewhat more ac- 
curate than competing methods; it often 
aids in inducing admissions and confes- 
sions from guilty persons. On the basis 
of approximately twelve years of prac- 
tical experience with the technique, he 
estimates that a definite and accurate de- 
ception diagnosis can be made by a com- 
petent examiner in about 70% of the 
cases. In about 20% the indications 
may be too indefinite or the subject too 
unresponsive to justify a definite diag- 
nosis. In the remaining 10% even cau- 
tious and competent examiners are likely 
to be wrong, and this figure is taken to 
represent the actual margin of error in 
polygraphic lie detection. Inbau sum- 
marizes, “The chief source of error with 
this technique is in its failure to detect 
deception in a guilty individual rather than 
in the misinterpretation of an innocent 
subject’s records.” 

The section on criminal interrogation 
presents a simple description of humane 
and intelligent examination methods. The 
section is probably of interest to psychol- 
ogists largely as a practical illustration of 
well known interview methods, but it 
should prove informative and helpful to 
professional criminal investigators. Sus- 
pects are categorized on the basis of the 
certainty of their guilt and the probable 
degree of emotional conflict over their al- 
leged offenses, effective approaches being 
described for the various groups. A 
similar treatment is accorded interrogation 
of witnesses and informants. 

The book easily fulfills its primary pur- 
pose as a clear, comprehensible manual. 
It should be profitable reading for any 
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educated person seriously interested in 
these problems. Attainment of this pri- 
mary end is facilitated by numerous 
textual and pictorial illustrations as well 
as by the chapters on legal precedent and 
opinion. The orientation is predom- 
inantly practical, relatively little space be- 
ing devoted to theorization. While not 
detracting from the book’s immediate, 
practical value as a manual, however, the 
lack of theoretical emphasis and sophis- 
tication may impair its value as a stimu- 
lator of research. 

Without becoming speculative or aca- 
demic, Inbau might have emphasized more 
explicitly the role of emotional condition- 
ing or association in his theoretical treat- 
ment of lie detection. Implicit recognition 
of this factor is indicated, for instance, in 
his discussion of the possible after-effects 
of “third degree” examinations. “Con- 
sciousness of lying” and “fear of detec- 
tion” do not adequately account for the 
appearance of these misleading specific 
responses. Also, Inbau states that guilty 
persons who have achieved some relief 
from emotional conflicts regarding their 
offenses by means of rationalization or 
confession to a clergyman may later show 
few or no polygraphic indices of deception 
while lying in order to avoid detection of 
their guilt. Exceptions such as these sug- 
gest that “consciousness of lying” and 
“fear of detection” may have insufficient 
generality to be entirely suitable descrip- 
tive or explanatory principles on which to 
base an explicit or an implicit theory of 
polygraphic lie detection. Though impor- 
tant as sources of the emotional reactions 
utilized in many instances of detected de- 
ception, these factors probably have been 
overemphasized in some of the earlier 
discussions of this problem. Reformula- 
tion of lie detection theory in terms of 
emotional conditioning or association 
might increase its generality as well as its 
value as a stimulus to psychologically 
meaningful research. 

HOWARD F. HUNT." 

United States Naval Reserve. 


1, The views expressed herein are the personal 
views of the writer and do not reflect the views 
of the United States Navy or the naval service 
in general. 





< 





NEWS OF CLINICAL PSYCHOLOGY 





The new officers of the Illinois Assocta- 
tion for Applied Psychology are Dr. 
Puytytis Wittman, President; Dr. 
Francis W. Hister, Vice-President; Dr. 
Mitton A. Sarrir, Secretary; and Dr. 
STtanLey S. Marzorr, Treasurer. Dr. 
ApaAM R. GILLILAnpb, Dr. HELEN ScHAC- 
TER, and Dr. HArotp C. TAYLor are mem- 
bers-at-large of the executive committee. 

The relationship between the existing 
state organizations and the reorganized 
American Psychological Association was 
discussed at a recent meeting of the JAAP 
following which the following motion was 
passed : 

‘“The Illinois Association for Applied 
Psychology shall endorse a plan to organize 
a federation of state and regional associa- 
tions of applied psychologists maintaining 
high standards of membership, provided that 
the new American Psychological Associa- 
tion does not make provision for such a 
federation, including representation of the 


federation on the governing board of the 
APA.” 
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It is desired to list in these columns all 
information concerning new positions, in- 
ternships or other professional openings 
which might be of interest to clinical psy- 
chologists. It is requested that complete 
information be given concerning salary 
schedules, job specifications and qualifica- 
tions and other pertinent information. If 
so desired by the prospective employer, 
this Journal will transmit confidential 
communications between employers and 
applicants. 
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The Hennepin County Welfare Board, 
Minneapolis, Minnesota, has announced 


the opening of the Vince A. Day Center, 
a study and treatment home for children. 
Mrs. VircintA Brxver, Director, has 
selected professionally trained personnel 
for all positions dealing with children. 
There are three other psychologists on the 
staff including CHARLOTTE PHILLEO, As- 
sistant Director; AupREY ARKOLA, Girls 
Counselor; and Mary ABERLE, Nursery 
School Counselor. Children who have 
been unable to adjust in foster homes or 
institutions are being placed at the Center 
for intensive study and treatment. 
g 


Ohio State University’s Department of 
Psychology sponsored in August a one 
week institute on the counseling of per- 
sonal problems in industry. The institute 
was under the direction of Dr. WILLIAM 
U. SNyYpDER and was attended by twenty 
personnel officers from Ohio industry. 
Dr. SNYDER leaves Ohio State University 
to accept a position as assistant professor 
of psychology specializing in the area of 
clinical psychology at Pennsylvania State 
College on October 1 
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At its annual business meeting on 
April 6, 1945, the membership of the East- 
ern Psychological Association voted that 
a committee be appointed to draft a reso- 
lution disapproving any application of the 
quota system in the field of clinical psy- 
chology. The Committee consisting of 
Dr. G. W. ALLport, Chairman; Dr. E. G. 
Bor1nG, (ex-officio, President of the 
EPA); Dr. J. Peatman and Dr. D. 
SHAKOw conducted a mail referendum to 
the 800 members of the Association in 
which 92%: of 402 answers condemned the 
quota system. 
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